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While the knowledge of cardiac mechanics was 
insinuating itself into common medical practice there 
was a great lapse of time which today one cannot real- 
ize. It has taken many centuries to arrive at our 
belief that nothing happens without there being some 
cause for it. It is the influence of the accepted scien- 
tific spirit which now pervades our intellectual life. 
The successful practitioner of medicine must not only 
believe in the “causality principle,” as Professor 
Bridgman * states it, but he must push his inquiry even 
further; for he must find the cause of the effects about 
which the patient complains and which the structural 
changes of the heart typify. 

A few moments will suffice to recall some of the 
relatively important steps in the evolution of the etio- 
logic point of view which has so slowly “crept on 
apace.” 

In the foreword of the translation of the Smith sur- 
gical papyrus, Breasted* says: ‘In this document, 
therefore, we have disclosed to us for the first time 
the human mind peering into the mysteries of the 
human body, and recognizing conditions and processes 
there as due to intelligible physical causes.” 

He finds a description of Imhotep, the earliest known 
physician, who lived about 3000 B. C. and Iry, a spe- 
cialist in diseases of the digestive system, who lived 
about 2500 B. C. and whose tomb is at Gizeh. Iry was 
aware that the heart was the center and pumping force 
of a system of distributing vessels and recognized, too, 
the relation of the pulse to the action of the heart. 
He had begun to count the pulse some 2,500 years 
before a description of it appears in Greek literature. 
Herophilus of Alexandria in 300 B. C. used an Egyp- 
tian water-clock to count the pulse and, Breasted writes, 
“He was the one Greek physician who so nearly 
approached the discovery of the circulation of the blood 
that there are historians of medicine who believe that 
he achieved this discovery.” But he “does not indicate 
a recognition of the circulation of the blood.” 

There is, then, a long interval, 1,928 years, from the 
time of Herophilus in 300 B. C. up to 1628 A. D., 
when William Harvey recognized and demonstrated 
that the blood circulated through the closed system of 
arteries, capillaries, veins and heart. 

Thomas Sydenham (1624-1689) discarded the pre- 
vailing theories and philosophies and prided himself 


* Read before the Section on Practice of Medicine at the Eighty- 
Second Annual os of the American Medical Association, Phila- 
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Edwin Surgical Papyrus, translated by Breasted, 
1930. 


on his skill in observation of the patient. He encouraged 
the physician to practice measures based on the physi- 
cian’s own practical experience and he helped to develop 
the syndrome idea. 

Then Leopold Auenbrugger (1722- cg developed 
immediate or direct percussion (1761). In France, 
Jean Nicolas Corvisart* (1755-1821), an inspiring 
teacher, taught percussion and wrote an important book 
on the diseases of the heart. 

Marie Frangois Xavier Bichat (1771-1802), active 
as a surgeon and experimental physiologist, placed the 
science of macroscopic pathology on a firm basis. 

René Théophile Hyacinthe Laénnec (1781-1826), in 
1819, published his book on auscultation. 

After this time there was a scientific method of 
inspection, palpation, percussion and auscultation by 
which to obtain the objective information and evidence 
of structural change with which to make a diagnosis. 

In 1858, Rudolf Virchow (1821-1902) showed that 
the essential changes of diseased tissues were modi- 
fications of the normal cells of the body and not an 
invasion of extraneous cellular organisms, and cellular 
pathology began. 

Pierre Carl Edouard Potain (1825-1901) developed 
the knowledge of acute and chronic heart disease and 
its relation to rheumatic fever. 

In 1826, Pierre Adolph Piorry (1794-1879) of 
Poitiers introduced the method of mediate percussion 
with the pleximeter. 

Louis Pasteur (1822-1895) proved the bacterium to 
be the pathogenic agent in disease. 

Ottomar Rosenbach (1851-1907) emphasized the 
importance of the function of organs and considered 
the “treatment the same regardless of etiology,” but he 
hoped that the disorder of function would be recog- 
nized before lasting anatomic change had occurred. 

Moritz Heinrich Romberg (1795-1873) asserted that 
“We do not consider the mere placing of the disease in 
this or another column as the ultimate purpose of diag- 
nosis. That is only the necessary premise. The more 
important thing is to determine to what degree each 
single patient is injured by his complaint and what cause 
has produced the momentary disorder.” 

Ernst Jendrassik (1858-1922), in a contribution to 
Lewandowsky’s work on nervous diseases, said, “Only 
with difficulty has the etiological point of view gained 
acceptance in practical medicine. The principle of the 
etiological specificity of disease implies that every dis- 
ease entity is produced by a quite particular cause, the 
different diseases cannot arise from the same cause, 
nor can different causes produce the same disease.” 

Knud Faber* says: “To the physiologist and the 
worker in the laboratory, morbid categories are sub- 
ordinate concepts, but to the physician, to the clinician, 


3. Corvisart, J. N.: Essays on Diseases and Organic Lesions of the 
avons and Great Vessels, 1806. 

* ig he Knud: Nosography, New York, Paul B. Hoeber, Inc., 1930, 
pp. 21 
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the reverse is the case: he cannot live, cannot speak, 
cannot act without them. he final aim of 
medicine is to acquire a knowledge concerning etiology 
and concerning the consequent development of the 
morbid process so as to be able to adopt the right line 
of action.” 

It has required, therefore, the slow evolution of 
methods over nearly fifty centuries and the work of 
many physicians to bring us to the point at which it 
is possible to follow a definite procedure to inform our- 
selves sufficiently to devise a method of attack on the 
cause of some of the diseases of the heart. 

It is now within the power of the practitioner of 
medicine to produce more knowledge and to shorten the 
time when it will be possible to know definitely the 
size of the problems of diseases of the heart. 

There are three reasons of great importance alike to 
the patient and to the physician why the etiology of the 
heart damage should be determined: first, therapeutic ; 
second, prognostic, and, third, prophylactic. 

It is important to know whether the murmur heard at 
the apex arises from a rheumatic infection or from an 
accidental anatomic thoracic relation. It is perhaps 


TaBL_e 1.—Cardiac Injury as a Factor in the Death of Sixty 
Per Cent of One Thousand Five Hundred and 
Forty-Six Patients ® 


— 


Number of Cases 


Cardiae Injury i — Per Cent 
Chronic 29 
Total autapales ceived 1,546 929 99.98 


more important to know whether an aortic insufficiency 
is due to rheumatic infection or to syphilis than to 
know that it is an aortic disease. It is most important 
to know whether an attack of congestive failure occurs 
because of a rheumatic heart, a syphilitic heart, a cor- 
onary sclerosis or a hypertensive heart. 

At present the practicing physician considers etiology 
in what may be characterized as three different 
languages : the statement of the pathologist, the nomen- 
clature of the International List of the Causes of 
Death, and the modern clinical diagnoses. These three 
experiences can and should be written in the same ver- 
nacular with increasing accuracy of form and definition. 
It is not as difficult as it may seem. 

These three points of view and the possibility of mak- 
ing them contribute to the knowledge of etiology, as 
well as to the more accurate estimate of the elements 
of what is heart disease, seem sufficiently important to 
merit discussion at this time. 


PATHOLOGY 

The pathogenic factors that have been active in pro- 
ducing structural changes in the heart can be deter- 
mined in most cases by the pathologist on gross and 
microscopic examination. Based on these structural 
observations, the common etiologic subdivisions may 
be stated as agents due to bacteria, the organism to be 
identified and named; congenital defects: rheumatic 
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infection, carditis and valvular disease, the organism 
not known. Possibly the structural damage is due to 
a nonspecific reaction to the many strains of strepto- 
cocci; syphilis ; coronary artery disease, cardiac fibrosis , 
and cardiac infarct. 

How frequently is structural damage of the heart 
recognized from necropsy observations? Cabot,’ in 
1926, stated that a cardiovascular lesion is an impor- 
tant factor in 38 per cent of all deaths. 

In a series of 1,546 necropsies at the Presbyterian 
Hospital in New York, Pappenheimer ° found a cardiac 
injury to be important in 929, or 60 per cent (table 1). 

The heart in the young is damaged by rheumatic 
infection in aproximately 90 per cent of all instances. 
Possibly the heart never escapes without some damage 
from an attack of rheumatism. From autopsy observa- 
tions made by Pappenheimer, approximately 18 per 
cent of damaged hearts are so damaged. 

Recently Karsner* has stated that “at least 20 per 
cent of patients with rheumatic fever exhibit endo- 
carditis and 60 per cent of endocarditis is of rheumatic 
origin.” 

The other bacterial infections are often superimposed 
on the heart previously damaged by rheumatic infection 
or occur alone as a new infection but the named bac- 
teria designate the nosologic position. Approximately 
8 per cent of necropsies are so designated. 

Syphilis, with or without valvular disease, involves 
the aorta in a few less than 9 per cent of postmortem 
cases. 

The toxins of pathogenic organisms may produce 
degenerative changes of the parenchyma and secondary 
interstitial myocarditis. 

Probably the most numerous victims of any etiologic 
group (because occurring in the older age groups) 
are those with crippled hearts due to the general sys- 
temic diseases resulting in arteriosclerosis of the 
coronary arteries and atheroma of the valves with or 
without hypertension. 

Cabot,* states that “‘simple hypertrophy with or with- 
out arteriosclerosis and nephritis is vastly the common- 
est lesion—it makes 71 per cent of the whole.” 
Rheumatic valvular disease with hypertension amounts 
to 82 per cent of his series. He states, too, that 77 
per cent of heart disease is nonvalvular and that 22 per 
cent is valvular. 

Dr. Pappenheimer’s series show fibrosis of the myo- 
cardium (187), infarct of the myocardium (70), and 
coronary artery disease (191) to be 448, or 48.2 per cent 
of the series. All are diseases resulting from impaired 
coronary artery circulation. 

The chronic diseases of the lungs may produce 
changes of the right side of the heart which may be 
severe enough to cause death by hypertrophy, dilata- 
tion and failure. 

The cardiac conditions associated with thyroid dis- 
ease are not accompanied by characteristic myocardial 
changes. 

Congenital defective developmental conditions, which 
are not acquired diseases, may be considered to com- 
plete a practical systematic classification from the point 
of view of etiology. 

The pathologic observations are at present the basic 
standard for the etiologic diagnosis. 


5. Cabot, C.: Facts on the Heart, Philadelphia, W. B. Saunders 
Company, 
A. M.: Personal communication to the author, May 
2, 1931. 
7. Karsner, H. T.: Pathology of Endocarditis, J. A. M. A. 96: 411 
1931 
Cabot: Facts on the Heart, pp. 26, 27. 


4 
| 


VoLtume 98 
NuMBER 8 


VITAL STATISTICS 


To understand more clearly how the knowledge of 


pathogenesis will enhance the value of statistical figures, 
let us look for a moment at a few tables of the mortality 
and morbidity of heart disease as now collected. It 
must be realized at once that the present accuracy of 
statistics and the diagnosis of heart disease as a cause 
of death have been relatively recent attainments. 


Taste 2.—/nlernational List of the Causes of Death 
in 1919 and in 1929 


1919 1929 
Diseases of the Heart Diseases of the Heart 
87-90 90-95 


Pericarditis 90 
S8 Endocarditis 9 
Myocarditis (acute) 


Pericarditis 
Endocarditis—acute 
a. Specified as acute 
b. Unspecified (under 45) 
92 Endocarditis—chronie 
a. Specified as ehronic and other val- 
vular disease 
b. Unspecified (over 45) 
93 


Unspecified (under 45 

Myocarditis—chronic 
degeneration 

Unspecified (over 45) 

Angina pectoris 

Diseases of the coronary arteries 

Other diseases of the heart 

a. Functional 

b. Other and unspecified 


) 
myocardial 


89 Angina pectoris 94 
90 Other diseases of the heart 95 


It is startling, indeed, to discover that in the years 
1804-1808 inclusive there were no deaths from heart 
disease recorded ® in the city of New York. 

It was in 1868 that a joint committee of the Royal 
College of Physicians, London, recognized the impor- 
tance of a uniform nomenclature as a requisite for the 
registration of statistical facts. The registration of the 
deaths by causes the committee considered would give 
“light on the cause, hence, when recognized may be 
prevented, removed, diminished and treated.” To rec- 
ognize the cause in statistics it must be stated by the 
physician executing the certificate, and as yet few certi- 
ficates of death contain the statement of etiology, as 
we understand it, of a cardiac death. 

Largely through the efforts of Bertillon, some forty 
years ago, several countries adopted the International 
List of the Causes of Death. This was a step to learn 
numerically the size of the death injury from various 
causes but it was also a step toward the use of a nomen- 
clature. Since the adoption of the list there has been 
a revision every ten years, but, as yet, the structural 
damage of the heart is considered for the most part as 
the cause of death and not the pathogenesis of that 
structural change. Thus there is a numbered para- 
graph for inflammation of the pericardium, of the 
myocardium and of the endocardium, with subheadings 
depending on the time factor, acute or chronic, and the 
arbitrary subdivision depending on age 45 (table 2). 
There is a number in the list for the symptomatic con- 
dition angina pectoris. There is one other number with 
the caption “Other diseases of the heart” which should 
be for the rare and infrequent diseases. 

As a matter of record, however, in 1924 there were 
only 10.6 per cent of all heart deaths *’ in the United 
States contained in the three numbers, while 89.4 per 
cent of all the cardiac deaths were contained in the one 
number. In New York State in 1927"! there were 


ETIOLOGY OF HEART DISEASE—HALSEY 


9. Pintard, John, City Inspector: Return of Deaths in the City of 
New York for the Years. 1804, 5, 6,.7 and 1808,-by. order of the Common 
Council. 

10. Whitney, J.: Mortality in U. S. Registration Area. 

11. Report of Committee to Study Heart Disease of the New York 
State Medical Society. 
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only 11.5 per cent of all the cardiac deaths in the three 
numbers and 88.5 per cent of the cardiac deaths in the 
one number. In New York State, since the 1929 revi- 
sion, the inflammation of the endocardium and myo- 
cardium are rearranged under two groups with the time 
element of acute, chronic and age 45 as the separating 
classifications, but without any suggestion of etiology 
(table 2). 

The first returns show the effectiveness of the new 
headings, causing a greater distribution and withholding 
deaths from the old number 90; for, DePorte ™ states, 
that “in January, 1930, 91.8 per cent of the deaths from 
heart disease were classed under other diseases of the 
heart”; but in January, 1931, only 4.3 per cent, the 
rest being shown under the new headings “chronic 
endocarditis and diseases of the myocardium.” 

In a study "* of other diseases of the heart in New 
York State for 1922 and 1926 it was apparent that the 
physicians of the state could become “myocardial 
minded,” for in 1922 chronic myocarditis was 34.1 per 
cent and in 1926 it was 48.6 per cent, an increase of 
nearly 50 per cent (table 3). Yet some ten years pre- 
viously Cabot '* found in his study of 3,000 necropsies 
that “myocarditis was recognized six times as often as 
it was present.” However, about this same period, 
another physician’ of international eminence had 
emphasized the importance of the efficiency of the myo- 
cardium and deprecated the great weight given to the 
valve damage. Perhaps his emphatic statement had 
the twofold effect of reducing the registered deaths 
ascribed to “valvular disease” from 23 per cent to 
15.7 per cent and of increasing the assignment to myo- 
carditis. It was almost certain that there was no such 
change in the actual incidence of myocarditis or valvu- 


Taste 3.—Other Diseases of the Heart * 


1926 
Percentage 
2s 2245 22935 26 emo & a 
Total Es Es So Eos Ez 
\ll ages......... 14,862 48.6 12.4 15.7 36 1.4 48 21 3.4 0.7 78 
Under 5......... 40 67 320 5:3 40 18:7 40 18:33 
15 Co 34... 183. 12.0 27.3 28.4 2.7 4.4 82 22 4.97. TOD 
25 to 44.......... 717 (28.7 19.5 19.0 45 49 66 3.3 56 O08 71 
45 to 64.......... 3,717 46.2 13.9 154 3.0 16 44 2.4 50 O7 7.4 
65 and over..... 10,049 52.4 109 150 29 09 46 1.9 S4...07 ..22 
1922 
All ages......... 11,509 34.1 13.0 230 44 13 5.1 2.5 48 13 10.5 
<2 Se 100 2.7 55 4.4 3.7 09 165 18 128 ... 156 
125 3.2 27.2 33.6 10.4 48 12.8 1.6 
OO 157 «(9.6 28.0 18.5 95 5.1 83 4.5 8.9 06 7.0 
651 14.7 17.1 29.0 5.1 48 66 3.2 98 06 Y.1 
45 to 64.......... 2,777 29.9 12.9 243 45 13 4.5 3.2 64 1.5 115 
65 and over..... 7,686 38.8 12.2 21.8 4.1 08 48 2.2 37 13. 103 


* Number of deaths by broad age groups and percentage of deaths 
from each type, New York State (exclusive of New York City), 


lar disease. Of these two conditions, the pathogenic 
agent was not stated but only the structural change. 
These tabular changes evidently result from the 
demands of “style,” “vogue” or “fashion in medical 
thought” and the method of statistical exhibition. 


12. DePorte, J. V.: Monthly Vital Statistics Review, March, 1931. 
Sickness in. Essex County, N. Y., New York State J. Med. 29: 1310 
(Nev. 1) .1929.. . 

13. Cabot, R. C.: The Four Common Types of Heart Disease, J. A. 
M. A. @3: 1461 (Oct. 24) 1914. 

14. Mackenzie, James: Diseases of the Heart, New York, Oxford 
University Press, 1908. 
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In New York State in 1930 the deaths from heart 
disease were 34,867, or 23.6 per cent of all the deaths 
(147,372) in the state (table 4 


Taste 4.—Monthly Vital Statistics Review, New York 
State Department of Health, March, 19312 


New York State—1930 


Classification Number Per Cent 


The deaths from heart disease were only 1,667 less 
than the sum of all the deaths from cancer, pneumonia 
and tuberculosis, yet the forms of heart disease can- 
not be separated into the proportions of various etiology. 

In 1927, in New York State, DePorte’® made a 
survey of the sickness as reported by physicians from 
certain districts of the state. He found that the 
reportable diseases made up 3.3 per cent, while the 
nonreportable comprised 96.7 per cent of the diseases 
cared for (table 5). Of the nonreportable diseases of 


Tas_e 5.—Morbidity Survey in Certain Districts of New 
York State in 1927 15 


Number of 
Cases Per Cent 
Reportable communicable diseases.............. 3,212 3.3 
Nonreportable 94,857 96.7 
Of the Seeperrens diseases Per Cent 


Recognized heart disease (4.3 per cent) alone exceeds ‘‘all reportable 
diseases (3.3 per cent).” 


cardiovascular importance, arteriosclerosis is 3.4 per 
cent and the group diseases of the heart is 4.3 per cent. 
Acute rheumatic fever amounts to 2.4 per cent and ton- 
sillitis to 6.4 per cent. Thus, heart disease (4.3 per 
cent) exceeded all the reportable diseases (3.3 
per cent). 

In the same study DePorte found that, of all the 
causes included in the morbidity survey, all nonreporta- 
ble diseases equaled 94.4 per cent but the deaths in that 
group were 77.6 per cent. Heart disease made up 7.2 
per cent of all illness but contributed 34 per cent of 


Taste 6.—Percentage Distribution of Cases in Morbidity 
Survey and of Mortality in the State, Exclusive of New 
York City, from Specific Nonreportable, and from 
all Reportable Communicable Diseases 
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Percentage of 


ases in Percentage of 
All Causes Included in Morbidity Survey Morbidity Deaths 
100 100 
All nonreportable diseases................ 04.4 77.6 
7.2 34.0 
communicable diseases... . 5.6 29.4 


the deaths in the same group (table 6). 
communicable diseases comprised 5.6 
account for 22.4 per cent of the deaths. 


All reported 
per cent but 


DePorte, J. V.: Sickness in Rural New York, J. A. M. A. 92: $22 
(Feb. 16) 1929. 
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During the year October, 1927, through September, 
1928, the physicians of a single county (Essex)'* in 
New York State made reports of illness and mortality 
to Dr. DePorte of the state bureau of vital statistics. 
In this study (table 7) tonsillitis was 5.2 per cent, 
arteriosclerosis 3.0 per cent, diseases of the heart 2.8 
per cent, and rheumatism 2.1 per cent, a total of 
13.1 per cent. All reportable communicable diseases 
comprised 1.6 per cent. 

During the months January to April, 1931, cases of 
heart disease reported by physicians to Dr. DePorte a 
in a survey of morbidity from heart disease in New 


TABLE 7.—Sickness in Essex County, N. Y., Oct. 2, 1927, 
to Sept. 29, 1928 12 


Disease Number Per Cent 
Reportable communicable diseases.................. 312 1 
All nonreportable diseases...............0....0.00005 18,867 100 
Diseases of the 100 % 535 2.8 
2.1 
13.1 


York State, exclusive of New York City, showed the 
age distribution given in table 8. 

In this study rheumatic fever ‘* and chorea account 
for 25 per cent of all the cases, 37.3 per cent of the 
cases under 45 and 16.9 per cent of those over 45. 
Chronic hypertension occurs in one in four (25 per 
cent) of those over 45 years of age. 

Thus, up to the present, attention has been focused 
by the statisticians’ point of view on the spectacular 
communicable diseases which must be reported, but the 
insidious diseases which have higher incidence of ill- 


TaB_e 8.—Cases of Heart Disease Reported by Physicians, 
January to April, 1931, in a Survey of Morbidity from 
Heart Disease in New York State, Exclusive 
of New York City 


All, Under 45, Over 45, 
Number per Cent per Cent per Cent 


Other infections.................... 158 12.3 20.2 7.5 
Con 2.7 3.1 2.4 
Chronic high blood pressure........ 207 162 1 25.6 
5.0 6.1 4.3 
189 14.8 13.4 15.6 
Etiology unknown.................. 213 16.6 12.2 19.5 
Nervous 45 3.5 3.3 3.7 


ness and death cannot, as yet, be analyzed. The etiology 
may be obscure, it is true, but with the increasing bur- 
den of deaths is it not time to devote more attention to 
determining the cause? Our ignorance can be decreased 
by stating etiology. 
CLINICAL 

The clinician surveys the patient and builds a syn- 
drome from symptoms and objective conditions common 
to a single pathogenesis and compares the structural 
change pathognomonic of the etiology.‘* The arrange- 
ment of the descriptive diagnosis may well follow a 
systematic order as follows: etiology, anatomic condi- 


16. DePorte, J. V.: Personal communication to the author (table 8). 
oan MacCallum, W. G.: Rheumatism, J. A. M. A. 84: 1545 (May 23) 


18. Cohn, A Statistical Sention Bearing on Problems in the Cl 
fication of Am. Heart J. 1: 442 (April) 1926. 


- 

| 

| 


98 
NuMBER 8 


tion, physiologic action and the functional classification 
of the patient. 

The case experiences of some observers have been 
tabulated and published and show interesting mutations 
in the relative proportions of the diagnoses as assigned 
to the etiologic factors. 

In the Essex County, N. Y., study of DePorte *” the 
simple classification showed: diseases of the heart, 538, 
or 100 per cent; rheumatism, 121, or 22.6 per cent; 
syphilis, 9, and other forms, 405, or 75.7 per cent. 

In Boston, White and Jones,’® in a study of 3,000 
cases of heart disease divided by etiologic factors found 
(table 9): rheumatism, 30 per cent; syphilis, 2.9 per 
cent; arteriosclerosis 24.0 per cent, hypertension 22.2 
per cent, angina pectoris 11.1 per cent, these three 
making up 57.3 per cent; effort syndrome, 9.5 per cent. 

Patients seen in private practice show a distinct trend 
to the senescent degenerative heart condition, but 
patients attending the outpatient department show a 
much larger proportion of rheumatic damage. 

In New York, Wyckoff and Lingg *° found the con- 
ditions to be: rheumatic, 42.7 per cent; senescent, 22.2 
per cent ; syphilitic, 8.6 per cent, and other and unknown 
conditions, 26.4 per cent. 


TaBLe 9.—Proportions of Heart Disease by Etiology in 
Clinical Work 
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New York Clinics and Private 
Cardiac Clinics 
1980 New York Boston 
“Num- Per by Num- Per Num- Per 
ber Cent per Cent per Cent 
AES 1,852 48.1 449 42.7 956 30.0 
.... 204 5.3 91 8.6 94 2.9 
Arteriosclerotic................. 329 8.55 934 22.2 764 24.0 
144 3.74 708 22.2 
828 21.51 187 17.8 


The New York cardiac clinics, a cooperative study 
by fifty clinics using a common nomenclature and 
criteria of classification, with a case load of 14,353, in 
1930, closed out 3,850 cases, and the tabulated report 


is as follows: rheumatic etiology, 48.10 per cent; syphi- . 


litic, 5.30 per cent; senescent (arteriosclerosis, hyper- 
tension), 12.29 per cent; unknown, 21.51 per cent; 
other, 6.75 per cent, and congenital and multiple, 6.05 
per cent, making 100 per cent. 

It is noteworthy that the group having an “unknown” 
etiology is 21.51 per cent of the whole. One must 
admire the courage of observers who admit inability 
to discover evidence of the etiologic factor. It leaves 
a seductive field to be explored by more intensive clini- 
cal investigation. In these groups from different 
regions of the country rheumatic disease varies from 
22 to 48 per cent. Some of the difference may be due 
to regional, age and other influences. The total group, 
however, is small, yet it shows a large proportion of 
heart damage to be due to the crippling effect of rheu- 
matic fever. 

The clinical evidence in patients with impaired hearts 
may reveal the process to be active or inactive, and the 

sition in nosology indicated by one of the following 
in the etiologic list: ** 1, congenital; 2, rheumatic; 3, 


develop, but it now pervades the profession. 


19. White, P. D., and Jones, T. D.: Heart Disease in New England, 
Am. Heart J. 3: 303 (Feb.) 1928. 
20. Wyckoff, J., and Lingg, C.: 
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syphilis; 4, arteriosclerosis; 5, hypertensive; 6, 
unknown; 7, other—specify; 8, bacterial; 9, thyroid; 
10, toxic; 11, anemia 12, emphysema; 13, neurosis; 14, 
psychosis ; 15, trauma. 

It will be accepted without doubt that, for a prog- 
nosis and rational treatment of the diseased heart, a 
knowledge of etiology is necessary. To prevent the 
damage of a healthy heart it is essential also to learn 
the way to prevent the transmission of the infecting 
agent. These reasons would seem so important as to 
justify all the trouble it may require of the clinician 
to make available with the aid of the statistician the 
statement of the magnitude of the problem and to make 
it possible, too, to show the effect that therapy directed 
toward the etiology may have. 


SUMMARY AND CONCLUSIONS 

There have been presented samples of observations 
concerning diseases of the heart from three points of 
view—a series of necropsies, a series of surveys by 
a bureau of vital statistics, and a series of clinical 
studies. 

The necropsies are not comparable because there was 
no common factor—etiology. One series is a mixture 
of structural changes and etiology, while the second is. 
etiology alone. 

In the statistics of mortality and morbidity, the same 
lack of a common denominator destroys the validity of 
comparison. 

The clinical studies are more nearly comparable since 
the classification is etiology, but in one of the two 
sets there is contained a symptomatic class which, how- 
ever, can be included bodily in the arteriosclerotic 
group. 

It appears that an enormous amount of work has 
been done by all these observers in collecting these 
figures, but the value of the results would have been 
greatly enhanced by the common denominator of 
etiology. 

The etiologic point of view has required centuries to 


The profession has demonstrated that it can change 
rapidly and readjust itself to the use of a changing 
nomenclature. 

The pathologist can differentiate and give the most 
accurate information of the etiologic factors causing 
structural damage to the heart. 

The statistician of vital statistics, following the 
International List of the Causes of Death, is as yet 
unprepared in thought and unable from his data to 
give any information as to the etiology of the damage 
to the heart. 

The clinician has formulated, adopted and applied a 
nomenclature and criteria of diagnosis founded on 
etiologic distinctions between diseases of the heart. 

At present, rheumatic disease accounts for a fifth 
of the deaths from heart disease coming to necropsy 
and for a fourth to a half of the patients under treat- 
ment. 

Coronary artery disease accounts for a half of 
damaged hearts at autopsy and about a fifth to a half 
of the patients cared for by physicians. 

Syphilis at necropsy accounts for less than one in 
ten, and less than one in twenty for the clinician. 

These three important etiologic groups can be differ- 
entiated and together they comprise about three fourths 
of the whole problem of morbidity and mortality of 
heart disease. 

As all diagnoses and records depend on the practi- 
tioner, the conclusion seems justified that accurate 


| 
| 
21. Criteria of Diagnosis, New York Tuberculosis and Heart Associa- 
tion, 1929. 
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knowledge of the extent of etiologic groups will not be 
available until clinicians, pathologists and statisticians 
think of, diagnose, treat and record the diseases of the 
heart by a common nomenclature of etiology whenever, 
wherever and for whatever purpose records are made. 
Let etiology become the vogue and style. 

Need this take 5,000 years ? 

121 East Sixtieth Street. 


ABSTRACT OF DISCUSSION 

Dr. W. H. Rosey, Boston: A few days ago I happened 
to meet the chief of the Bureau of Vital Statistics at Wash- 
ington, who told me that he had just received a diagnosis from 
a physician, stating that the patient had died of edema. On 
being informed that the mention of a symptom of that type was 
not sufficient to go into the records at Washington, the physi- 
cian wrote back that he would not change the diagnosis—it 
was a very good one thirty years ago and, in his opinion, was 
just as good today. A short time ago I heard of a man, aged 
84, who had died of mitral regurgitation. Of course, the 
murmur was not due to endocarditis but was the functional 
murmur of an enlarged left ventricle. Edema, headache, pain, 
and even angina pectoris are really merely symptoms. The 
pathologist has the best opportunity of making the correct 
diagnosis, but one cannot compare hospital practice with private 
practice in this respect. In hospitals the pathologist is at hand 
and the autopsy is more readily obtained than in private prac- 
tice, when the physician often has to do without the autopsy 
and must make his diagnosis on a thorough history and physi- 
cal examination. I think that some physicians are not inclined 
to go carefully enough into the history and are more apt to 
make the diagnosis on what they find in the heart; for example, 
a mere murmur. Mitral stenosis, for instance, is really not a 
disease but a symptom of rheumatic fever; likewise an aortic 
regurgitation may be a mere symptom, either of rheumatic 
fever or of syphilis. With regard to angina pectoris, there is 
in the minds of the present committee working on the classifi- 
cation of diseases a great question whether angina pectoris 
should be put in the list at all, it being a symptom of arterio- 
sclerosis, of syphilis or of some other condition the etiology 
of which may be obtained by a careful history. In other words, 
statements concerning lesions in the heart which are placed on 
a death certificate should be qualified by the etiologic factor. 
A diagnosis of mitral stenosis, as I said before, should be quali- 
fied by a statement of the type of rheumatic infection which 
the physician thinks is the cause of it. If any progress is to 
be made in the therapy of heart disease and in prognosis, 
more attention must be paid to the etiology. Diagnosis must 
be made not on symptomatology but on etiology combined 
with a careful physical examination. 


Dr. ALLEN H. Bunce, Atlanta, Ga.: Advance in the study 
of heart disease can be made only if every physician follows 
up his patients not only when they are alive, but also on the 
postmortem table. In Atlanta, at the Emory University Divi- 
sion of the Grady Hospital, where only negroes are treated, 
we have been able to obtain a large percentage of postmortem 
examinations. Our figures differ from those of Dr. Halsey’s 
in that more than half of our cases are due to syphilis of the 
heart. Over a five-year period in a small group of private 
patients suffering from heart disease, we have averaged more 
than 90 per cent of postmortem examinations, and during one of 
these years we registered 100 per cent of postmortems in the 
group who died. Men practicing internal medicine owe it to 
themselves, to their patients and to the advancement of science 
to follow up their cases and see to it that postmortem examina- 
tions are made or, better still, to make the examinations them- 
selves. I think that is probably the most important way in 
which we can advance the knowledge of heart disease. It can 
be done, because an enlightened public is anxious to cooperate 
with the doctor, and if we physicians don't do it, it is our 
own fault. 

Dr. Ropert H. Harsey, New York: Only recently have 
there been deaths from heart disease. From 1804 to 1808 in 
New York City there were no deaths from heart disease. 


Jour. A. M. A. 
Fes. 20, 1932 
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In all cases of delayed labor a shortened or short 
cord must be suspected. In 1922 I! reported the 
analysis of 35,712 cases, which showed a shortened or 
short cord once in every 5.5 births. From an analysis 
of the last 750 consecutive cases of my own, on which 
the following conciusions are based, there is a short- 
ened or short cord (a cord complication) once in every 
3.5 births. The usually accepted symptoms of cord 
complication are: an immediate recedence of the pre- 
senting part at the end of the uterine contraction; a 
recedence accompanied by the passing of urine;# 
umbilical souffle ; * a gradual cessation of labor pains ; 4 
pain in the back; a desire on the part of the patient to 
assume the sitting posture, in order to exert more 
pressure in expulsion; localized pain at the placental 
site, due to traction on the placenta and partial inver- 
sion of the fundus. During the relaxation of the 
contraction, the placental site remains depressed until 
the presenting part recedes enough for the tundus to 
resume its normal form.’ In my series the most fre- 
quent symptom is a delay in labor. 

It is generally agreed that the time of labor for a 
primipara is from sixteen to eighteen hours for the first 
stage and two and one-half hours for the second; for 
a multipara, twelve hours for the first stage and from 
one-quarter hour to one hour for the second. However 
true a guide or standard the time element of labor may 
be, it is not sufficient, for it in no way describes the 
labor. Delayed labor is an expression used in contrast 
to the term “normal labor.” The term “normal labor” 
in itself is indefinite; average labor would seem to be 
a term of better aptitude, for it admits of the idea of 
progression.® The view that the umbilical cord compli- 
cates labor is not new but dates back even to the time 
of Hippocrates.* The usually accepted causes of 
delayed labor are a disproportion, dry labor, uterine 
inertia, thick, tough membranes, and in primiparas a 
rigid, elongated cervix. From my experience it is pos- 
sible to contradict these usually accepted ideas given as 
the chief causes of delayed labor and to substitute as 
the most frequent cause a shortened or short cord. 
In this series a delay in labor occurred once in every 
six births, of which 66 per cent were due to a shortened 
or short cord. Experience tends to put me on my 
guard to suspect a shortened or short cord as the chief 
cause of any delay throughout the whole progress of 
labor. 

At the end of pregnancy the obstetrician is concerned 
with the position of the fetus. If it is not in the usual 
position, an effort is made to determine the possible 


* Read before the Section on Obstetrics, Gynecology and Abdominal 
Surgery at the Signy Second Annual Session of the American Medical 
i 


Association, Philadelphia, June 12, 1931. 

Gardiner, J. P.:_ Surg. Gynec. Obst. 84: 252-256 (Feb.) 1922. 
. Brickner: Am. 7 Obst. 45: 512, 1902, 

3. Holbach: Centralbl. f. Gynak., 1908, number 10. 
4. Leith-Napier: Centralbl. f. Gynak., 1883, number 43, 

5. Kaufmann, quoted by Peiser: Monatschr. f. Geburtsh. u. Frauenkr. 
14, 1899. 

6. Normal has taken on the significance of perfect. One says his 
art is normal, signifying that it is perfect; one’s lungs are normal, 
meaning they are perfect. ut “average” is a term of more inclusive 
definition. As one uses the term normal temperature, meaning average 
temperature, so one should use the term average lungs for normal lungs, 
average heart for normal heart, and average labor for normal labor. 

7. Feiertag: The Danger of Shortened Cord for the Child, Inaug. 
Diss., Berlin, 1910. 
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cause. In cases of malposition it is assumed that there 
exists a disproportion between the fetus: andthe pelvic 
inlet. (In the few cases of monstrosities or tumor 
growths in the fetus or the mother, the disproportion 
or the obliteration of the inlet is the cause of the mal- 
position.) I find that a cord complication is frequently 
the cause of a malposition. In a breech presentation, 
a transverse position, the head in either fossa, or a high 
floating head, a cord complication must be considered. 
It is generally agreed that it is best that labor start 
in a vertex presentation ; so an attempt is made to con- 
vert any malposition into a head position. Oftentimes 
this effort at conversion, if there is sufficient liquor 
amnii, is rewarded with success, for the cord may be 
so placed as to slip along, permitting the head position. 
In the absence of other 
signs when conversion is 
not possible, a cord com- 
plication is no doubt the 
cause; it increases the 
gravity of the prognosis 
for the child. The serious- 
ness of a malposition of 
the fetus due to a cord 
complication at the end of 
pregnancy is illustrated in 
the following case: 


Mrs. R., a primipara, at 
term, entered labor with the 
fetus in a transverse position, 
which was maintained in spite 
of attempts at conversion into 
a head position. Therefore, 
as there were no abnormali- 
ties, the pelvis was roomy and 
there was a moderate amount 
of liquor amnii, a cord com- 
plication was suggested. The 
patient was permitted to go 
into labor but was prepared 
for a tentative cesarean sec- 
tion. The fetal heart rate was 
140. Three hours later the 
fetal heart began to fail; there 
was no cervical dilatation and 
no change in position. <A 
cesarean section was done 
immediately. The cord, with 
a coil about the neck, was taut 
from the placenta; the fetal 
portion ran from the umbilicus 
under the perineum up the 
back to the neck, there com- 
pleting the coil. The length 
of the cord was 45 cm. The asphyxiated child was resuscitated, 
and the recovery of the mother and the child was uneventful. 
Though this case was observed as closely as possible, it is 
seen that the cesarean section was delayed almost too long. 


registering the loss of weight. 


There is little question that in many of these cases 
an elective cesarean section will be the easiest method 
of delivery for the mother, and the safest for the child. 


FALSE LABOR PAINS 
Just what factors are active as the primary cause of 
the onset of labor is not yet clearly defined. It would 
seem that the initiation of labor is dependent on 
glandular action. Substances from the placenta, the 
ovary and the pituitary have been extracted and tested 


and the consensus * favors the extract of the anterior. 


8. Allan, H., and Dodds, 
37: 447-475, 1930. 
1930. Kraul, L.: 


E. C.: J. Obst. & Gynec. Brit. Emp. 
Fontes, J.: Presse méd. 38: 1140-1143 (Aug. 23 
Am. J. Obst. & Gynec, 21: 301-319 (March 1) 1931. 
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portion of the pituitary body. Dubois® was very 
mueh interested in weakness of the labor pains and 
experimented with ergot but found that it was too 
dangerous for the child. It is probably true that the 
painless recurring uterine contractions or waves of 
pregnancy become painful at the beginning of labor. 
However, the painful contractions may cease, only to 
recur again at intervals, for days before labor starts, 
becoming the well established clinical phenomenon 
called “false labor pains.”” A shortened or short cord 
must be seriously considered, as accounting for the trac- 
tion on the cord, interfering with the action of the 
labor-initiating substance, by preventing descent of the 
presenting part, thus depriving the lower uterine seg- 
ment of its continuous, stimulating pressure. The fol- 

lowing case illustrates this : 


A quintipara, with relaxed 
vaginal outlet, fourteen days 
overdue, had had recurring 
pains in the back and in the 
lower part of the abdomen for 
six days. The head was 
engaged in the superior strait, 
back to the right, fetal heart 
to the left and below the umbi- 
licus; the rate was 124. The 
pelvis was roomy and there 
was no disproportion. The 
cervix was soft (hydrated), 
patulous for 5 cm., and easily 
dilatable, with thick edges. 
During the contractions there 
was no progressive descent of 
the head. After the patient 
had been lying down for a few 
minutes the pains would cease. 
(A provisional diagnosis of a 
cord complication was made.) 
The patient was placed in the 
recumbent position, the shoul- 
ders and head were raised, 
and the thighs were abducted 
and flexed on the abdomen. 
In this position the contrac- 
tions recurred at regular inter- 
vals. At each contraction the 
fetal head was pressed down 
on the hydrated, easily dilat- 
able cervix, with still some 
recession of the presenting 
part at the end of the con- 
traction. The fetal heart rate 
ranged from 115 to 145 and 
the child was of average size. 
After one and one-half hours 
of little progress, under light anesthesia, the hand was gently 
inserted and the cord was felt taut about the neck. An 
unsuccessful attempt was made to remove the cord. The 
membranes were ruptured and, further efforts failing to remove 
the cord, the forceps were applied and the head brought down 
to the vulva. The forceps had to be reapplied to bring the 
head over the perineum. The cord, buried deeply with a 
reversed coil about the neck, explaining the unsuccessful 
attempt at intra-uterine removal, was cut to relieve the traction. 
The placenta, preceded by a discharge of blood, followed in 
five minutes. The cord was 43 cm. long. It was _ possible 
to continue the progress of labor and to eliminate the “false 
labor pains” when the distance from the placental insertion of 


- the cord to the point of coiling at the fetal neck was shortened, 


by raising the head and shoulders and flexing and abducting the 
thighs of the patient. 


_ The increased muscular effort necessary to expel a 
child held back by traction on the cord has not been 


9. Dubois, P.: Gaz. d. hop. 27%: 397, 1854. 
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sufficiently stressed. This stretched cord was only 
43 cm. long,’® which accounts for the great traction 
produced. The placenta often separates, allowing the 
birth to take place, as happened in this case. Therefore, 
in a multipara with no disproportion, with the cervix 
open 5 cm. and easily dilatable, with an average size 
child, with recurring pains (false labor pains) for 
several days when stand- 
ing but disappearing 
when lying down, a cord 
complication must be 
suspected, as the cause 
of the false labor pains, 
causing the delay in the 
onset of labor. 


FIRST STAGE OF LABOR 

During the first stage 
of labor the symptoms 
of a shortened or short 
cord are the most diffi- 
cult to differentiate. 
Great effort is required 
at this time to diagnose 
the condition in the 
uterus. Once labor has 
begun it must progress 
continuously unin- 
terruptedly until the 
child is born; if it does 
not, the cause must be 
sought. It is a strange 
fact that the idea of a 
cord complication inter- 
fering with the prog- 
ress of labor does not 
take form in the mind of the obstetrician until he 
is well along in experience."' The action of the 
cord is so subtle and cryptic that it baffles real diag- 
nostic skill. Then, too, the self-evident fact revealed by 
a complicated cord at the very end of labor, with its 
surprise and with its demand for more or less imme- 
diate action, comes at the proper psychologic moment 
to center the attention not on the previous condition 
and action of the cord but on its immediate relief. 

No doubt, this rather minor detail accounts for the 
fact that the problem has been missed, and a cord 
complication has not been one of general interest. In 
the past it has been an obstetric truism that as long 
as the membranes are intact the child is in no danger. 
There is no greater fallacy than this assumption. I 
have observed three varieties of cord complications 
which are fatal to the child in the early stages of labor, 
in which the membranes are intact. One is a reversed 
coil about the neck, the taut umbilical portion of the 
cord running over the placental portion at the front of 
the neck; during the first contractions of labor the 
chin is flexed on the crossing of the cord, compressing 
it against the sternal end of the clavicle, thus stopping 
the circulation of the cord and causing the death of the 
fetus. In another instance the vessels of the cord 
and placenta are so stretched by the traction on a 


Fig. 2.—Before labor starts, in 


PP complications such as_ this, 
cesarean section must be considered 
and immediately performed if there 
is any variation in the fetal heart. 


10. I have pointed out in a previous paper’ that a cord, without pro- © 


ducing traction, having a coil about the neck, must be 93.5 cm. long to 
allow the birth of the child. Kunze (Zentralbl. f. Gynak. 51: 1832-1838 
{July 16] 1927), in 12,000 cases of coiling, found that the average length 
was 66.5 cm. The comparison gives a very good idea of the frequency 
of traction in cord complicated cases. 

11. Duncan, Matthews: Tr. London Obst. Soc. 23: 243, 1882. 
Am. Gynec. Soc. 11: 485-491, 1889; Am. J. Obst. 


King: 
Tr. 
1892, 14: 322- 328, 1881. 
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shortened or short cord that the blood pressure is 
not sufficient to force the blood through, and the fetus 
dies. In the last a cord, caught between the fetal 
extremities, is compressed and obliterates the fetal 
circulation, as frequently happens with a large fetus 
or with one in which the labor is overdue. (There is 
still another form of shortened cord which produces a 
delay in the progress of labor: a cord with plications 
resembling the mesentery. The plications affecting a 
greater or lesser portion of the cord, causing the cord 
to be shortened, tear when there is sufficient traction. 
Logically a rupture should occur, but I have never been 
able to determine one from this cause.) 

Matthews Duncan '! became interested in the com- 
plications of the umbilical cord and went so far as to 
perform some experiments. He tested the strength 
of the cord and found that it would withstand a weight 
of about 8 pounds before rupturing. I have repeated 
this experiment and have found that some cords will 
bear a weight of 10 pounds or a little over, for a short 
time before rupturing. It is significant that the cords 
usually rupture at some point along their course. 
(While the weights were on, tension was noticed at 
the union of the cord and the placenta. Here the 
amnion folds were straightened out and the fibers were 
heard to crackle.) The umbilical vein seems to be the 
first to rupture, the jelly of Wharton ruptures, and 
the two arteries resist longest. The expulsive force of 
the uterus and the abdominal muscles reaches a pressure 
of about 50 pounds.'* The resistance of the birth 
canal is equal to this pressure ; however, the resistance 
is not required to be overcome at one time but by 
degrees. The pressure during the first stage of labor 
is much less while the uterus is acting alone. 

In order to determine the 
amount of retardation, if 
any, occasioned by the slip- 
ping of the cord about the 
neck, a living child was 
placed on the scales with the 
cord coiled about the neck. It 
was found that the slipping 
of the cord about the neck 
caused a loss of over 7 
ounces. It can readily be 
seen that a half-pound retar- 
dation from the slipping of 
the cord, in the first stage of 
labor, may have a very defi- 
nite effect. In delayed labor, 
because the cord is long at 
birth, it cannot be taken for 
granted that there was no 
traction, causing the delay. 
It may be pointed out that 
the umbilical cord seen at 
birth is a dying or dead cord 
and not the virile, expansile Fig. 
cord of late pregnancy. As 
long as its circulation is 
maintained, the cord does not 
slip along as_ readily on 
itself as does the dead, re- 
laxed cord. This is proved by the fact that a cord 
with a true knot, unless there is great traction, rarely 
gives rise to any trouble from compression; seldom is 
there tightening of the knot by sliding on itself, except 


3.—Near the end of the 
first pe of labor, the mem- 
branes still intact. Not only 


delay, but the narrowing, be- 
cause of the increased bend 
may overcome the blood 

sure in the umbilical 


12. Braun von Fernwald: Wien. med. Presse 21: 41, 1880. 
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after death, for the lateral expansion, caused by the 
blood pressure in the live cord, prevents it. If this 
non-slipping or limited slipping is true of the knot, it 
is even more true of a coil or loop about the neck 
where the space is limited, as the cord is more or less 
compressed during labor, between the chin and the 
chest, and, further, the skin is more resistant to the 
slipping than is the cord on itself. 

In determining the amount of pull necessary to affect 
the descent, a living child weighing 6 pounds 10 ounces 
was placed on the scales. The cord, still attached to the 
child and to the placenta, was coiled once about the 
neck. When the placenta was lifted up, the scales 
registered a loss of 3 pounds 6 ounces before the pull 
would turn the child over. (It was possible to lift the 
child off the scales by raising the placenta. There 
was no sign of tearing at the umbilicus, placenta or 
in the cord.) In making an effort to duplicate the 
condition of the cord before birth, the cords of three 
children were clamped at the umbilicus and the vessels 
filled with fluid. (The injected cord lost 1 cm. in 
length in every 10 cm.) When the latter experiment 
was repeated by putting each child on the scales with 
the cord around the neck, there was a loss of a half to 
a pound more weight when the cords were filled than 
when the cords were relaxed, which would tend to 
prove that during labor there is more resistance from 
an active cord than from a relaxed cord after birth. 
The degree of delay varies directly with the amount 
of slipping of the cord, as the resistance increases the 
traction, especially during the first stage of labor when 
the expulsive force is not so great. A cord coiled 
about the neck may, then, be sufficiently long of itself, 
but, with most of its length on the umbilical side of 
the coil at the neck and with the placental side so short 
as to cause traction, delayed labor may result. The 
relation of the resistant to the expulsive force deter- 
mines the _progress of the labor. 

There is never a time in any obstetric case when 


it is not necessary to know the rate of the fetal heart.’* 


But in delayed labor, as the child is already in danger, 
it is inexcusable not to have constant knowledge of the 
fetal heart action throughout the entire course of the 
labor, since one is warned by that alone of approach- 
ing death. The only sign in some multiparas that a 
delayed labor exists and that a shortened cord is the 
cause is a slowing of the fetal heart rate. (The woman 
expects the labor, judging from her previous labors, to 
be over in three hours; all things tend to confirm her 
expectation, but, after six hours of active contractions, 
the birth is not yet completed. The fetal heart may 
give the only explanation.) The treatment to render 
depends on the condition of the cervix. If the cervix 
has not fully dilated and the mother is a primipara, at 
the first indication of a lowering of the fetal heart 
rate a cesarean section must be performed. However, 
in the case of a multipara near the end of the first 
stage or in the second stage of labor, with a hydrated, 
easily dilated cervix, the vaginal canal may be dilated, 
the dilation of the cervix completed and the child 
delivered. Whatever method is used, the child should 
be delivered within twenty minutes after the distur- 
bance of the fetal heart rate is noticed. 


SECOND STAGE OF LABOR 


It is during the second stage of labor, or the very 
last of the first, that there is the greatest infant mor- 


13. Freed, 14: 659-666 (Young: 
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tality as a result of cord complications. If these chil- 
dren are to be saved, the fetal heart must be observed 
very closely. One should be well trained in differen- 
tiating the intestinal sounds from the sounds of the 
fetal heart beat; especially is this a difficult matter 
when the fetal heart sounds are distant or when there 
is an increase in the mother’s heart rate to 120 or 130. 
We are now passing through a period of “labor assis- 
ting” ; to what it will lead, only the future will show; 
it has, however, already made a contribution to the 
field of obstetrics. Just as the work done on the pelvis 
by Michealis ** and Litzmann,’® Waldeyer,?® Walcher,'’ 
Williams '* and many others gave the impetus for 
better pelvic measurements, preparing the way for 
Sanger’s work on cesarean section and the improve- 
ments that have followed for overcoming the difficulties 
at the pelvic inlet, so the 
study of the causes of delay 
in labor is preparing the 
way for the procedures 
which have for their pur- 
pose the shortening of the 
second stage of labor: 
Kristeller’s combination 
of expression and extrac- 
tion, De Lee’s prophylactic 
forceps and episiotomy, and 
Potter’s podalic version. 
This era of “midwifery as- 
sisting” must not be con- 
fused with the usual inter- 
pretation of “accouchement 
forcé.” “Labor assisting” 
has as its aim the protecting 
of the vital reserve of the 
mother, by warding off ex- 
haustion from delay of 
labor and the making more 
certain the delivery of a 
live child. Frist *° feels that 
early separation of the 
placenta is an important 
symptom in cord complica- 
tions and suggests that the 
delivery be ended by for- 
ceps when the head can 
be reached, accouchement 
forcé when the cervix is 5 cm. dilated, and in other 
conditions cesarean section. 

In the last and most readily recognized group of cord 
complications delaying labor, a coil or loop about the 
neck of the child is seen after the birth of the head. 
Of this condition a great deal has been written, for 
which much credit is due the early German obstetri- 
cians.2_ The trachea, by the embedded cord, and the 
fetal chest, by the structures of the lower birth canal, 
may be so compressed that, for the safety of the 
child, the cord must be cut to allow the completion of 
the birth. It is not good practice to pull, especially a 
taut cord, over the head of the child, as the vessels 


Fig. 4.—An extremely 
ous position for the child. ith 
the cervix fully dilated and the 
arms of the fetus extended (espe- 
cially in a primipara) there is 
great ger from compression 
of the cord, when the extended 
arms are brought down to allow 
the peameee of the head through 
the cervix 


14. Michealis: Das enge Becken, Leipzig, 1851. 

15. Litzmann: Die Formen des Beckens, Berlin, 1861. 

16. Waldeyer: Das Becken, Bonn, 1899. 

17. Walcher: Zentralbl. f. Gynak., 1889, pp. 892-893. 

18. Williams, J. W.: Am. J. Obst. 54: 106-124, 1911. 

9. Kristeller: Monatschr. f. Geburtsh. u. Frauenkr. 29: 337-387, 


20. Frist, Joachim: Med. Klin. 23: 1216-1218 (Aug. 12) 1927. 
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may be’ torn at the umbilicus and needless anxiety 
caused, 

Traction in shortened or short cord cases frequently 
causes neonatal asphyxia, with its potential possibili- 
ties. The fetal heart, if beating regularly at from 
120 to 160 at birth, will continue one-half hour before 
it stops. I find four forms which admit of convenient 
classification: There is the narcotized child, whose 
condition is due to the sedative used during labor, in 
which case it is necessary to keep the lungs well aerated 
until respiration becomes regular. The asphyxiated 
child, whose condition is due to compression of the 
cord, is usually born in light asphyxia, asphyxia livida. 
A few are born in whom the heart is beating but who 
do not take the first gasp for from fifteen to twenty 
minutes. Also in this group is included the child. in 
whom no heart beat is obtainable at birth but who with 
difficulty is resuscitated. To the third group belong 
those children whose hearts are beating and in whom 
immediately after birth the accessory muscles of respi- 
ration move violently, at intervals, but no air is taken 
into the lungs and thirty minutes later the heart has 
ceased beating. Necropsy reveals complete congenital 
atelectasis. To this group also belong those who are 
resuscitated but in whom the respiratory excursion is 
not full, Expiration is accompanied by a gentle, 
audible murmur. Enough of the lung is functioning 
to carry on, in some cases, for from ten to fifteen 
hours ; then, as the red blood cells decrease, the respira- 
tory surface is not great enough to carry on respiration, 
and, because of insufficient oxygen, the child becomes 
cyanotic; in the bronchi accumulates thick tenacious 
mucus, and in spite of artificial respiration and the 
administration of carbon dioxide the child dies. Other 
children will react and live. The other malformations 
which are incompatible with life may be included in 
this group. The fourth group of children appear to 
be asphyxiated but are suffering from the pressure of 
cerebral hemorrhage. The children may be dead at 
birth or die immediately after birth or may be resusci- 
tated only to die later, as the hemorrhage increases ; 
or the hemorrhage may be small, and the child be 
resuscitated and live. Irom this last group the lesson 
learned is to eliminate all strenuous methods of resusci- 
tation. 

SUMMARY 

If there is a delay in labor due to a shortened or 
short cord with an interference in its circulation, there 
is great probability that, unless at the first sign of fetal 
distress some action is taken, the child will not be alive 
at the end of labor; the practice of obstetrics is thus in 
the class of emergency work. During the prenatal care 
period the family should be made to realize that any 
obstetric case is a potential emergency. There is a 
growing appreciation of this fact and maternity hospi- 
tals are increasing in number. ‘The obstetrician must 
educate the delivery room group to realize that success 
in the treatment of these emergency cases is the speed 
under control with which the treatment can be given. 
The obstetrician, the delivery room group and _ the 
family must become emergency-minded if the needs 
of the child are to be adequately met. Everything must 
be in readiness to carry out the treatment decided on 
at a moment’s notice. If the fetal heart shows signs 
of failure a cesarean section, a forceps application, or 
a manual delivery (depending on the progress of labor ) 
should be begun. This technic is a strain on any 
obstetric service, but if the modern hospital is to keep 
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pace with the development of obstetrics it must meet 
the requirements with intelligent and sympathetic assis- 
tance. The symptoms of shortened or short cord have 
been generally disregarded, for the reason, no doubt, 
that they are indefinite and, too, because they have not 
been adequately correlated. 


CONCLUSION 
The most definite and pronounced symptoms of a 
shortened or short cord are delayed labor and a slow- 
ing of the fetal heart. 
2455 Collingwood Avenue. 


' ABSTRACT OF DISCUSSION 


Dr. Epwarp A, ScuuMANN, Philadelphia: I feel that the 
shortened cord is a rather unusual disturber of labor, and the 
actually short umbilical cord, that under 40 cm., is quite unusual 
indeed. Sometimes, also, I feel that the cord around the neck 
acts rather as a prophylactic against asphyxiation, particularly 
in cases of difficult delivery in which the cord, instead of caus- 
ing injury, is protected from pressure by being about the neck 
of the child. The most important point of Dr. Gardiner’s paper 
is the treatment of cord complications, and the treatment of 
these conditions must depend not so much on the obstruction 
to labor as on the effect on the fetus. If then, as the result 
of careful and continuous auscultation of the fetal heartbeats, 
the child is found.to be in difficulty and is threatened with 
asphyxia, I quite agree with the speaker that immediate delivery 
0 The method is unimportant. If the 
cervix is sufficiently dilated and effaced, forceps or version may 
properly be used. If, however, complete effacement of the cervix 
is not-present and dilatation offers any hint of difficulty, I should 
certainly, in the interests of the child, advocate cesarean section 
by a competent obstetrician in a competent hospital. That leads 
me to express another thought, the importance of fetal indication 
for cesarean section. Too often one regards only the maternal 
indications and permits a woman to go through the entire 
period of her gestation and: the difficulties of labor, only to 
deliver a dead child as a result of a disinclination (in the 
interests of the child alone) to intervene by abdominal delivery. 

Dr. F. Philadelphia: I should like to 
cite three cases to substantiate what Dr. Gardiner has said and 
to bring forth one further complication that may arise. A 
secundigravida, whose first child had been delivered by forceps 
in the South and who was referred to me on her removal North, 
entered labor at term. It was evidently a false labor, and 
she left the hospital and went home. She came back a few days 
later for reexamination. The head was not engaged. On 
using the Hilles method of pressing the head into the pelvis, I 
found that the child evidenced his displeasure by strong fetal 
movements. Repeating the maneuver several times and listening 
to the fetal heart rate, I found a marked slowing. A _ short 
umbilical cord was suspected, cesarean section was done, and a 
live baby was delivered with three coils of cord about his neck. 
In a second patient, a husky young colored primipara of 18 
in labor for twelve hours, with the head in the midpelvis, 
delivery by forceps was attempted, a pathologic short umbilical 
cord was present, and traction ruptured the cord at its attach- 
ment to the placenta. A profuse hemorrhage followed and 
necessitated the removal of the placenta manually in order to 
control the hemorrhage. In the third patient, an octigravida, 
the membranes had ruptured and the head was in the inlet. 
There was a history of previous normal deliveries. An injec- 
tion of solution of pituitary was given to hasten the labor. In 
that instance an almost precipitate delivery followed during the 
stormy pains produced by the solution of pituitary. The cord 
was coiled about the neck twice, and the placenta came out with 
the child. The child was stillborn, and the woman had a 
profuse postpartum hemorrhage, evidently resulting from the 
abruptio placentae produced by traction on the cord. That 
necessitated packing. The latter two cases show that post- 
partum hemorrhage from one or the other circumstance, tearing 
the cord at the placenta or postpartum hemorrhage in a multi- 
gravida, may follow rupture of the cord, produced by traction 
on a short cord or a pathologically shortened cord. 
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HORSESHOE KIDNEY WITH ESPECIAL 
REFERENCE TO SURGICAL 
TECHNIC 


REPORT OF CASES * 


HOWARD S. JECK, M.D. 
NEW YORK 


Much has been written on the subject of horseshoe 
kidney, especially from the standpoint of its preopera- 
tive recognition, but no summary seems to have been 
made of operative technic appropriate to cope with the 
various anomalies encountered. 

Therefore, in addition to reporting statistics from 
Bellevue Hospital showing both the postmortem and 
the surgical incidence of the condition, it seemed worth 
while to note the anomalies that are usually associated 
with horseshoe kidney and to discuss especially the 
operative methods of dealing with them. A brief dis- 
cussion of the subject in general is also given. 

The incidence of horseshoe kidney has been variously 
estimated from autopsy observations at from 1 in 300 to 
1 in 1,100. In 16,735 autopsies performed at Bellevue 
Hospital during the past twenty-six years, twenty-six 
horseshoe kidneys were found, or 1 for each 643 
cadavers. This is a somewhat higher average than is 
usually cited. 

A. R. Thompson’ states that according to autopsy 
statistics compiled by him the life span of the indi- 
viduals having horseshoe kidneys is relatively short. 
Excluding patients who died in the first year, he found 
that 35 was the average age at death. In the Bellevue 
autopsy records, the age at death varied from 4 days to 
75 years. Excluding the first year deaths, the average 
age was 43. 

The following anatomic variations have been pointed 
out by various authors:? The isthmus connects the 
lower poles in about 90 per cent of cases and the upper 
poles in 10 per cent. But Renton * cites a case in which 
the two kidneys were united by renal tissue arising from 
the posterior part of the left kidney, both poles being dis- 
tinct and unattached. In fusion of the upper poles, the 
suprarenals also may be fused. Such a case is cited 
by Kelly and Burnam.* Of added interest in this case 
is the fact that the aorta and vena cava passed in front 
of the isthmus. Two cases are reported in which the 
isthmus was found behind the aorta, and according to 
Colston and Scott * it lies between the large vessels in 
10 per cent of cases. 

Histologically, the isthmus may be composed of 
(1) fibrous tissue alone, (2) renal cortex alone, or 
(3) the entire renal parenchyma. P 

The cortical isthmus is the one most frequently 
encountered. Robinson*® believes that the fibrous 
isthmus exists in about 15 per cent of cases, but Thomp- 
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son did not find it at all in his series of nineteen horse- 
shoe kidneys examined post mortem. * 

Many authors cite instances of reduplication of the 
ureters and the pelves. The ureter may enter the 
parenchyma with little or no tendency to pelvic forma- 
tion, and a few cases have been reported in which the 
ureter entered the isthmus. In these instances the pelvis 
was either lacking entirely or was only rudimentary in 
character.” 

With reference to the blood supply in horseshoe 
kidneys, Kelly and Burnam make the following state- 
ments: 


The. arterial branches enter the parenchyma mostly behind 
the pelvis. We find the arteries coming from the aorta either 
in one common trunk arising below the mesenteric arteries with 
several other smaller branches from the iliac arteries or else 
two separate trunks similar to the normal renal arteries only 
at a lower level. Besides these, however, there are nearly 
always smaller twigs coming from below and behind, derivations 
of the external iliac, internal iliac, etc. 


In all the Bellevue cases found at autopsy, fusion 
of the two kidneys was by means of an isthmus connect- 
ing the lower poles. The most striking and most 
valuable observation in the cases, from a clinical stand- 
point, was that in one, otherwise typical of the majority 
of horseshoe kidneys, only one ureter, the left one, could 
be found. In this case death occurred at the age of 
60. Other such cases have been reported, notably 
two by Thompson * and one by Thacher.’ 


DIAGNOSIS 


Before the days of urography, a preoperative diag- 
nosis of horseshoe kidney was comparatively infrequently 
made. Occasionally the condition was recognized by pal- 
pation (presumably in thin individuals) of an elongated, 
transversely running, suprapubic tumor which repre- 
sented the isthmus. In a few instances, the shadow of 
the isthmus or of one kidney or both kidneys, with the 
isthmus shadow in whole or in part, suggested the pre- 
operative diagnosis. In other instances, the proximity 
of the shadows of renal calculi to the spinal column 
was the only guiding factor in the recognition of the 
anomalous condition. And in still fewer instances the 
condition was suggested by Rovsing’s sign; namely, 
continuous abdominal pain which is relieved on lying 
down. 

But once urography made its appearance, the number 
of cases of horseshoe kidney recognized before opera- 
tion rapidly increased, and now that hardly any exami- 
nation of the upper urinary tract is considered complete 
without a urogram, the preoperative recognition of 
horseshoe kidney has almost become the rule. 

Since the year 1918, approximately 400 kidney opera- 
tions of all kinds have been performed in the Bellevue 
Urological Service. In this number there were four 
patients with horseshoe kidneys; the anomalous condi- 
tion was recognized before operation by means of 
pyelograms in two of them. There were no post-— 
operative deaths. At the time of the operation in the 
first case of this series, although urography was known 
it was not carried out as a routine measure. The 
diagnosis was made at operation. In the third case of 
the series, in which operation was performed only a 
few months ago, the preoperative diagnosis of horse- 
shoe kidney was also missed. This patient appeared 
to be so sick on admission to the hospital that a com- 
plete urologic study was not deemed advisable. As will 
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be shown in the case report which follows, it was felt 
that the patient’s condition demanded an emergency 
operation. 

What are the urographic characteristics on which a 
diagnosis of horseshoe kidney is based or which, at 
any rate, should arouse one’s suspicions as to the pres- 
ence of such an anomaly? A majority of the authori- 
ties agree on the following: 


1. Kidney pelves which are closer to the midline and lower 
than those of normally placed kidneys. 

2. Shortening of one or both ureters, not otherwise explained. 

3. A tendency of the calices to point downward or toward 
the vertebrae. 

4. In stereoscopic urograms an anterior curve of the ureters, 
due to the passing of the ureters in front of the isthmus.’ This 
would naturally not apply to the small percentage of cases in 
which the ureters lie posterior to the isthmus. 

5. Calices of bizarre shapes, absence of calices, or calices 
overlapping the pelvis.8 

6. Bilateral roentgen catheter shadows which show first a 
curve outward from and then inward toward the vertebral 
column at their upper extremity. 


Another point, mentioned by Wright in his discussion 
of two cases reported at the 1931 meeting of the 
American Urological Association, is the break in the 
continuity of the psoas outline shadow. 


Fig. 1.—Skin incision (dotted line) for extraperitoneal approach to 
kidney. Note descending branch of the twelfth thoracic nerve (a), which 
usually crosses the incision; b, iliohypogastric nerve. 


There seems to be little doubt that the unfortunate 
possessor of a horseshoe kidney is more liable than the 
normal individual to the onslaughts of certain ills that 
may befall humanity. This idea, however, is opposed 
by some. Apart from Thompson’s and our own 
Bellevue autopsy statistics, which show the average age 
at death to be in the neighborhood of 35 or 40, the 
anatomic variations peculiar to horseshoe kidney would 
certainly seem to foster certain diseases of the kidney, 
especially those of a surgical nature. Included among 
these anomalies there are three that stand out pre- 
eminently : 


1. Insertion of the ureter high into the kidney pelvis, which 
is usually found in an anterior position. 

2. The passage of the ureter across the isthmus. 

3. The presence of numerous aberrant vessels as a part of 
the blood supply. 


To these may be added a fourth; viz., congenital 
ureteral stricture, mentioned by Ejisendrath and_ his 
collaborators. But whether or not this condition is 
more common in the case of horseshoe kidneys than in 
normal kidneys is a question. 

In pointing out the pathologic conditions most fre- 
quently encountered in operating on horseshoe kidneys, 
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one can do no better than to cite the statistics of Eisen- 
drath, Phifer and Culver. In 132 operative cases, 
collected by them up to July, 1925, they found the 
following various lesions and their incidence: renal 
calculi, 51; hydronephrosis, 34; tuberculosis, 13; 
pyonephrosis, 7. To these they added 11 cases in which 
operation was performed for pain alone and 16 unclassi- 
fied cases. In these cases the different operations 
together with the number of times they were per- 
performed are as follows: heminephrectomy, 63; pye- 
lotomy or nephrotomy, 35; symphysiotomy alone or 
combined with other operations such as pyelotomy, 12; 
pyelotomy or nephrotomy plus secondary heminephrec- 
tomy, 10; plastic operations or ureterolysis, 4; mis- 
cellaneous, 5. 

Operations for the surgical conditions found in 
horseshoe kidneys are much the same as those for the 
same conditions found in congenitally normal kidneys. 
There are, however, certain variations in operative 
technic, certain anatomic difficulties to be surmounted 
and certain pitfalls to be guarded against. In order to 
save space, an attempt has been made to mention the 
surgical principles on which the actual technic of all 
different types of horseshoe kidney operations is based 
rather than to give a detailed description (except in a 
few important instances) of the actual technic itself. 

The operator who has the preoperative knowledge 
that he is dealing with a horseshoe kidney is in a far 
better position to perform with facility and ease what- 
ever operation may be necessary than he who stumbles 
on such a condition accidentally. To be forewarned 
is to be forearmed. This applies particularly to the 
surgical approach. By far the greater number of 
surgeons who have had considerable operative experi- 
ence in horseshoe kidneys prefer the extraperitoneal to 
the transperitoneal route. With the employment of an 
adequate incision, the extraperitoneal approach has the 
following advantages : 


1. Less likelihood of infecting the peritoneum, espe- 
cially when dealing with tuberculosis, pyonephrosis or 
infected hydronephrosis. 

2. Less likelihood of infecting the peritoneum, in 
cases of pyelotomy or nephrotomy or in heminephrec- 
tomy, should the stump of the isthmus subsequently 
secrete urine. 

By an adequate incision for the extraperitoneal 
approach is meant one that will enable the operator to 
deal freely with the upper pole of the kidney and at 
the same time will permit of extension downward and 
forward in order to give free access to the lower pole 
and the isthmus. Such an incision is one which begins 
about 1.5 cm. below the last rib at a point about 5 cm. 
back from the tip of the rib, unless the rib is an 
unusually short one, in which case the incision is begun 
correspondingly farther forward. The incision is then 
carried forward and downward almost parallel to the 
border of the rib until it reaches a point about 3 cm. 
above the highest point of the iliac crest. Here it is 
carried transversely forward to a point midway between 
the axillary line and the outer border of the rectus 
muscle (fig. 1). If additional room is needed, as may 
be necessary for an adequate exposure of the isthmus 
of the kidney, it may be carried to the outer border of 
the rectus or even farther. The loin muscles, anterior 
abdominal muscles and fascia transversalis are split in 
the line of the skin incision. One usually encounters 
a descending branch of the twelfth thoracic nerve, which 
diagonally crosses the incision. When possible, this 
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should be dissected free and retracted backward, since 
cutting or injuring the nerve may result in an area of 
anesthesia or hernia. 

Fischer ® advises resection of the twefth rib as a 
routine measure, but the majority of operators do not 
find this necessary. 

Eisendrath suggests that the peritoneum be displaced 
while the patient is in the lateral position, and that the 
patient then be changed to a supine position in order 
better to expose the pelvis and isthmus. This plan 
appears to be advantageous. 

In contemplating heminephrectomy, the operation 
most frequently necessitated by the pathologic condi- 
tions found in horseshoe kidneys, the operator should 
first satisfy himself in regard to the following: 


1. The function and size of the other half of the kidney. 

2. Whether or not the other kidney has its own separate 
ureter. 

3. Presence of accessory arteries and veins. 

4. Whether or not the kidney which is to remain has ample 
blood supply. 

5. The size and composition of the isthmus. 


The first point concerning the ability of the sup- 
posedly normal kidney to support life is usually 
determined, of course, before the operation begins. 
Only in emergencies in which time or the condition of 
the patient has not permitted this point to be settled 
may it become necessary to get some idea of the size 
of the kidney by means of palpation. Not infrequently 
the operator is enabled to do this by extending his hand 
retroperitoneally across the midline. In other instances, 
it may become necessary either to make a_ separate 
extraperitoneal incision in the opposite flank or, what 
is better, to extend the transverse part of the original 
incision far enough forward to permit of exploration 
intraperitoneally. But, as Judd '® has pointed out, it 
may even then be difficult to determine whether there 
is a sufficient amount of tissue which is capable of 
maintaining proper renal function. Therefore, if still 
in doubt about the opposite kidney, one should employ 
only conservative measures in dealing with the diseased 
kidney. At a later date, if a subsequent study of the 
opposite side should warrant it, the diseased kidney 
could be removed. ‘To ascertain whether or not a ureter 
connects with the opposite kidney pelvis, it may be 
necessary to make an extraperitoneal loin incision over 
that kidney. 

The third and fourth points dealing with blood supply 
are exceedingly important. Accessory vessels, espe- 
cially the arteries, should be sought for, since failure to 
ligate any of them may result in a very embarrassing 
hemorrhage. ‘This applies also to vessels which may 
come from below (iliac or mesenteric arteries) and 
enter the isthmus. 

In ligation of the renal pedicle, care should be taken 
to see that the vessel or vessels tied do not supply the 
only branch to the half of the kidney which is to 
remain. In 13 per cent of sixty cases studied at autopsy, 
Robinson found a single arterial trunk for the isthmus, 
which divided, one branch supplying the right and the 
other the left renal mass. 

Finally the isthmus should be carefully examined to 
determine as far as possible its relative parenchymal and 
fibrous tissue content. Since the great majority of the 
isthmuses are made up altogether of renal parenchyma, 
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one should play safe when in doubt by considering the 
isthmus parenchymatous. 

Division of the isthmus is usually the most difficult 
and in most instances likely to be the only difficult part 
in performing a heminephrectomy. Various methods 
are suggested. If the isthmus is wholly fibrous or con- 
tains only a small amount of kidney parenchyma, two 
clamps are applied on either side of the proposed line 
of incision, the isthmus is divided, and a continuous 
whipover stitch of catgut is employed over the clamp 
on the remaining segment, just as is done in the old 
hemorrhoid operation. Should there be oozing on with- 
drawal of the clamp, it is readily enough controlled by 
transfixation sutures or a ligature placed around the 
stump en masse. Whenever feasible it is well to cover 
the stump with renal capsule; if this is not possible a 
piece of muscle or fat should be sutured over it. 

At times the isthmus is found to be as large as any 
other part of the horseshoe and composed entirely of 
renal parenchyma. Here one’s difficulties may be mani- 


Fig. 2.—Note proximity of the lower end of the lower pelvis to verte- 
bral column and partial rotation of kidney. 


fold. In such a case it is obviously difficult to set down 
any hard and fast rules as to a course of procedure. 
recommends making a wedge-shaped incision 
just beyond the proposed place of severing the kidney 
while an assistant makes firm compression on each 
side. He then brings the lips of the incision together 
by a deeply placed reef knot suture and then along the 
edges employs continuous catgut. 

Scholl '* only recently reported a case in which he 
employed the wedge-shaped incision for heminephrec- 
tomy in a case of calculous pyonephrosis. The isthmus 
was 5 cm. in diameter and was wholly parenchymatous. 
After closure of the kidney wound, a part of the capsule 
and surrounding fat were sewed over the stump. There 
was no subsequent urinary drainage. 

If the isthmus is not too large and is sufficiently 
mobile, clamps may be applied and the bleeding con- 
trolled by the method suggested in dealing with the 
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fibrous isthmus. Should there be any difficulty in 
inserting sutures preparatory to removal of the clamp 
on the remaining stump, it would seem advisable to 
leave the clamp in situ as suggested by Judd. He 
recommends leaving the clamp for a few days, “when 
the patient is large and there is considerable infection.” 

In one of our cases we employed the actual cautery 
for dividing the isthmus. However, in this particular 
instance the isthmus was largely fibrous and con- 
sequently almost any method would have served to 
control the hemorrhage. The cautery has been used 
also by Eggers '* and other operators in dividing the 
parenchymatous isthmus. 

In division of the isthmus one should remember that a 
renal calix may, though doubtless rarely, extend into 
this part of the horseshoe. Papin ** accidentally incised 
a calix in this location. After the stump had been 
sutured, a reexamination of the pyelogram showed that 


Fig. 3.—Intravenous urogram. 
each side. 


Note presence of four pelves, two on 
the aberrant calix extended beyond the section through 
which he had cut. Following the isthmus farther, Papin 
discovered a second indentation through which he made 
his second incision. Israel '* mentions the likelihood 
of causing a urinary fistula by cutting through a calix 
in the isthmus. But he warns against dividing the 
isthmus short of normal tissue, especially when dealing 
with tuberculosis and cancer. 

In heminephrectomy of the rare upper pole fusion 
type of horseshoe kidney, it is well to remember that the 
suprarenals may also be fused. The dire consequences 
of complete suprarenalectomy need only be mentioned. 
It is also well to bear in mind that one may mistake at 
operation a fused kidney for a horseshoe kidney. Two 
ureters on the same side should suggest the former. 
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In heminephrectomy, because of the shee pedicle and 
fixation of one pole (usually the lower), the operation 
may be made much easier by first emptying a distended 
pelvis of its contents (stone, pus or urine). This gives 
more room, renders the pedicle longer and enables one 
to clamp the pedicle with less danger of accidentally 
including the aorta or vena cava in the clamp. (Case 3 
exemplifies this procedure. ) 

As for pyelotomy, nephrotomy and operations on the 
upper ureter, the precautions concerning accessory 
vessels are the chief ones to apply. 

Extra care should be taken to control hemorrhage in 
performing pyelotomy or nephrotomy, especially the 
latter, for if a secondary operation should become neces- 
sary for the control of hemorrhage, it is likely to be 
more hazardous than the same operation primarily 
performed. (This is illustrated by case 4.) 

In pyelotomy the incision is usually made anteriorly 
because this is the part of the horseshoe kidney pelvis 
ordinarily the more accessible. It is well to close the 
pyelotomy wound as securely as possible because of the 
possibility of extravasation of urine. Here the tendency 
of the extravasated urine to cross the midline of the 
body would obviously be greater than in a_ similar 
operation on the congenitally normal kidney. 

Finally, a case reported by Swan '* would be well to 
remember when dealing with intractable hemorrhage. 
His patient, having fallen on a horizontal bar, tore 
the lower pole and isthmus of the right half of a horse- 
shoe kidney, discovered at operation. His chief symp- 
tom was hematuria. Because the kidney was too deep 
to suture easily and attempts to deliver it made the 
bleeding worse, Swan plugged the wound with gauze. 
When the gauze was removed three days later, there 
was no bleeding. 

REPORT OF CASES 

CasE 1.—Since this case, which represents the first horseshoe 
kidney encountered during the period covered by the Bellevue 
statistics, was reported in detail by me ‘7 in the /nternational 
Journal of Surgery in 1919, only the essentials are given in the 
following: A preoperative diagnosis of left pyonephrosis had 
been made in F. S., a man, aged 31. The presence of a horse- 
shoe kidney was not discovered until the kidney had been 
thoroughly exposed by the oblique loin extraperitoneal incision. 
Heminephrectomy was performed. The isthmus, chiefly fibrous 
and about the size of one’s thumb, was divided at its narrowest 
portion between two clamps. The stump was sutured, before 
the clamp was removed, with a whipover stitch, such as is 
employed in the clamp and suture hemorrhoid operation. No 
bleeding followed the removal of the clamp. Convalescence 
was uneventful. 

CasE 2,—In this case a preoperative diagnosis was made from 
the pyelogram. Heminephrectomy was performed because of 
suppurative pyelonephritis. 

E. D., a man, aged 21, was admitted to the Bellevue Uro- 
logical Service, May 1, 1923, on account of nongonorrheal left 
epididymitis. A few days after his admission, pain and tender- 
ness developed in the right loin. A pyelogram on the right side 
disclosed two pelves and two ureters. Since bilateral pyelo- 
grams were made with much greater reservation at that time 
than they are today, the urogram of the left side was omitted. 
Because of the proximity of the lower pelvis to the vertebral 
column and because of the position of the calices, we believed 
we were dealing with a horseshoe kidney (fig. 2). Specimens 
from both pelves on the right side showed pus cells, those from 
the upper pelvis being in clumps while those from the lower 
pelvis were only scattered. The left ureteral specimen likewise 
showed a few scattered white blood cells. 


16. Swan, R. H. J.: arks on Fou f Horseshoe Kidney, 
Proc. Roy. Soc. Med. see Urol.) 19: 29. July) 1926. 
17. H. S.: 


Horseshoe Kidney, Internat. J. Med. Surg. 32: 239 
(Aug.) 1919. 
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The urea output from the three pelves was as follows: upper 
right, 15 Gm. per liter; lower right, 9 Gm. per liter; left, 5 Gm. 
per liter. Indigo carmine showed up in deep concentration 
from the ureter leading to the upper right and the left pelves 
but in only medium concentration from the ureter to the lower 
left pelvis. 

Because of the continued rise in temperature and tenderness 
in the left loin, operation on the left kidney was decided on. 
Under gas-oxygen anesthesia the left loin oblique and trans- 
verse kidney incision (as described in the foregoing) was made. 
As soon as the kidney was exposed, it was carefully palpated, 
and the preoperative diagnosis of horseshoe kidney was con- 
firmed. The lower pole could readily be felt extending across 
the median line, and the opposite kidney could likewise be 
palpated. 

The kidney was found to be flabbier than normal, and its 
cortex was studded with miliary abscesses. One abscess, how- 
ever, was fully the size of a large pea. It was decided to 
remove the right half of the kidney. In this case the hemi- 
nephrectomy was accomplished with very little difficulty. The 
main blood supply came from under the ribs and entered the 
upper pelvis near the upper pole. Other blood vessels entered 
the lower pelvis, which was the larger of the two, coming from 
below upward. These were smaller than the upper blood vessels. 
All blood vessels were clamped and ligated, and the isthmus, 
which appeared to be mostly fibrous in character, was divided 
at the narrowest point of the toe of the horseshoe. A clamp 
was first placed across the isthmus just to the right of the 
proposed line of incision and the isthmus was cut. Before the 
clamp was removed, the cut edge was sutured by means of 
the whipover stitch described in case 1. This was pulled tight 
as the clamp was withdrawn. There was no bleeding. A 
cigaret drain was inserted, and the wound was closed in layers. 

The patient’s convalescence was somewhat stormy because of 
an infection of the superficial tissues about the wound, but he 
finally made a complete recovery. 

CasE 3.—Diagnosis of horseshoe kidney was made at the 
time of operation. G. M., a West Indian, aged 22, was admitted 
to the Urological Service, Feb. 4, 1931. He complained of 
pain in the left loin and also in the left lower quadrant. He 
was passing urine every three to four hours by day and about 
twice at night. It is interesting to note that, while the pain 
was chiefly in the left loin, it radiated at times across the 
abdomen. 

On admission his temperature was 100 F. and soon rose to 
103. He was apparently suffering a great deal and at times 
vomited. Although it was difficult to palpate his left loin 
successfully, so intense was the tenderness, it was thought that 
a fairly large mass could be felt. The urine contained a little 
albumin, some granular casts, and a few white and red blood 
cells. A diagnosis of perinephric abscess was made, but an 
emergency flat roentgenogram was not particularly helpful in 
confirming this. It was felt that, if a catheterized specimen of 
urine from the left kidney was free from pus, a diagnosis of 
perinephric abscess would be more or less confirmed. it was 
also felt that the patient was too sick to have more done at 
the time of cystoscopic examination than catheterization of the 
ureters and the making of an indigo carmine test. 

On cystoscopic examination the bladder seemed to be normal. 
Indigocarmine appeared from the right ureter in deep concen- 
tration in seven minutes. No indigo carmine could be seen 
coming from the left ureter. Catheters were introduced up both 
ureters, the right one going only 8 cm. and the left one 20 cm. 
A specimen was obtained from the right ureter but none at all 
from the left. The right ureteral specimen showed 6 Gm. of 
urea per liter and was negative for pus. 

At the time of the operation the patient’s temperature had 
dropped almost to normal and the pain in the left loin had 
abated considerably. The loin was also much less tender than 
on admission. At this time a diagnosis of infected hydro- 
nephrosis seemed more probable than perinephric abscess. 

The usual left oblique transverse loin incision was made. A 
very large, more or less lobulated, fluctuating shell of kidney 
soon presented itself. Because the kidney mass filled the entire 
wound there was some difficulty in freeing it from the adhesions 
which bound it down. Finally the kidney was freed except at 
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the lower pole. Here it seemed to taper off into a dense sort 
of mass, which would not give way. On further palpation it 
was soon discovered that this tapering end extended across 
the spinal column. It was not until then that the presence of 
a horseshoe kidney became evident. 

In order to afford more room, the kidney pelvis was tapped 
and at least a pint of thin pus and urine was evacuated. The 
kidney readily collapsed, which made the rest of the operation 
relatively easy. Heminephrectomy was considered as the opera- 
tion of choice. The problem of whether or not the right side 
of the kidney had its own ureter then arose. The appearance 
of indigo carmine from the ureteral orifice on the right side at 
the time of cystoscopy was not considered as sufficient proof 
that the right kidney was large enough to carry on the work 
of two. The roentgen shadow was not plain enough to be 
reassuring, and very little information as to the size of the 
kidney could be elicited by palpating across the spinal column. 
The patient was too sick to permit of much further exploring. 
Therefore it was decided that on account of the infection it 
would be safer to take for granted the functional capacity of 


_ Fig. 4.—Retrograde urogram of patient shown in figure 3. The arrows 
indicate outlines of two ureters on the left side and"a Y-shaped ureter 
on the right side. 


the right kidney and to do a nephrectomy than to leave the 
infected mass in situ. 

The left half of the kidney and the isthmus were then 
thoroughly examined for accessory blood vessels and ureters. 
With the exception of two or three aberrant arteries entering 
the lower pole, no other vessels were seen. On the left side 
there was apparently only one ureter. This was as large as 
one’s little finger and entered the pelvis in fairly normal fashion, 
although there was some narrowing at the ureteropelvic junc- 
tion. The ureter was clamped, ligated and cut about 4 inches 
below this point. The pedicle and accessory vessels were then 
clamped, tied and cut. This then permitted free access to that 
part of the isthmus where the division was to be made. The 
entire left kidney was so hollowed out by the infected process 
that it was not difficult to determine where the point of divi- 
sion should be. The actual cautery was employed in cutting 
off the diseased portion of the kidney, the slight oozing which 
resulted being readily controlled by the cautery. No sutures 
or ligatures at all were used to control any bleeding from the 
stump. 
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Two cigaret drains were inserted in the wound, and the loin 
muscles were closed in layers. Convalescence was uneventful 
and there was never any drainage of urine from the wound. 


Case 4—R. M., a man, aged 24, an Italian, reported to the 
Urological Department of the Cornell Clinic in January, 1931, 
complaining of pain in the right upper quadrant. A diagnosis of 
a small stone in each half of a horseshoe kidney was made. This 
case was interesting in that the first urogram made disclosed the 
presence of two pelves and two ureters on the left side. <A 
similar condition was suspected on the right side but was not 
proved until later. Because of the fact that his pain was not 
particularly severe and was even absent a good deal of the 
time, plus the fact that the stones were evidently very small 
and therefore likely to be difficult to remove, he was advised to 
defer operation until such time as it might become absolutely 
necessary. Toward the latter part of March the pain in the 
right loin became so persistent and so nagging in character 
that he entered the Urological Service at Bellevue for the 
purpose of having the stone in the right kidney removed. 

At Bellevue, interest was at once directed toward the proof 
of two pelves and two ureters on the right side. This was 
finally accomplished by employing both intravenous and retro- 
grade urography. In one of the plates made by the former 
method, four pelves were fairly distinctly seen, but no ureters 
(fig. 3). In other plates by the latter method, two ureters on 
the left side and one ureter on the right side were distinctly 
outlined, with a strong suggestion of a second ureter on the 
right side (fig. 4). 

The stone on the right side appeared to be in one of the 
minor calices of the lower pelvis. 

April 8, 1931, the patient was operated on,'* the usual incision 
being employed. Palpation of the kidney mass soon confirmed 
the diagnosis of horseshoe kidney, and careful dissection proved 
the presence of two ureters on the right side. The isthmus 
appeared to be about as large as one’s thumb and composed of 
kidney parenchyma entirely. 

As was expected, there was considerable difficulty in locating 
the stone. Not until the lower portion of the pelvis was opened 
(anteriorly) and the little finger inserted could the stone finally 
be detected. It lay in one of the minor calices. Since attempts 
to remove it with forceps through the pelvic opening were 
unsuccessful, it became necessary to cut through the cortex 
immediately over the stone. The stone was then removed 
readily through the cortical wound. 

The wound in the cortex, which was scarcely longer than 
1 cm., was closed with one through and through mattress 
suture, bits of fat being placed in each loop before the suture 
was drawn taut. Two mattress sutures were then placed over 
the incision through the kidney capsule. The pelvic incision 
was partially closed by one suture placed in the lower angle. 
Two cigaret drains were Ted down to the pelvis and brought 
out in the middle of the wound. The muscles and skin were 
closed in layers. 

A few days after the operation, blood appeared in the voided 
urine. In twenty-four hours’ time it had disappeared, then in 
another twenty-four hours it reappeared, and cystoscopy dis- 
closed the fact that bloody urine was coming from the right 
kidney. The hematuria was so persistent that eight days after 
the operation a transfusion was performed, 500 cc. of blood 
being given. As the bleeding still continued and the patient 
was losing ground, a second operation was performed, April 19, 
eleven days after the first operation, with the idea of controlling 
the hemorrhage, probably by nephrectomy. Under spinal anes- 
thesia the patient’s old wound was opened up. The following 
is Dr. Stevens’ ?% description of the secondary operation: “The 
patient’s condition was precarious. It seemed that his best 
chance for life was in the rapid removal of the right kidney. 
Hence both ureters were cut across and tied; the vessels at 
the two poles were similarly treated; two vessels going into the 
region of the upper pelvis were likewise cut and tied, and the 
veins running parallel to the ureters were cut between ligatures. 
This freed the right kidney very well, but the problem of how 
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18. Dr. A. R. Stevens, who operated on the patient, furnished the 
details concerning the operations and gave me permission to include the 
case among these reports. 

19. Stevens, A. R.: Personal communication to the author. 
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to handle the excision from the left kidney was a serious one as 
there seemed no way to control the bleeding coming from the 
left kidney. Venous bleeding had been encountered from 
the region of the upper pelvis with some loss of blood, and the 
patient could ill afford to lose any more. Hence several through 
and through sutures of number 2 chromic catgut were deliber- 
ately placed through the -kidney below the lower pelvis, and 
this region of the kidney was tied off en masse, as one would 
tie a large pedicle, three of these sutures being used at first. 
The kidney was then quickly cut away more than a centimeter 
above these sutures. Two other sutures were similarly placed 
afterward to control two oozing points.” 

The postoperative convalescence was stormy. ‘The patient 
suffered considerable shock as a result of the operation, and the 
wound soon showed evidence of a marked infection, However, 
his condition slowly improved, and at the present writing he is 
about ready to be discharged from the hospital, although some 
urine still leaks through a small fistula in his loin. 


(Note.—June 25, 1931, a third operation was performed on 
this patient because of the persistence of a urinary fistula in 
the loin. The old incision was reopened and continued trans- 
versely across the midline. Both an extraperitoneal and an 
intraperitoneal exposure were required in order to find the stump 
of the isthmus. When finally located, a small segment of it 
was removed because of infection. July 26, the patient was 
discharged from the hospital. While the wound was not quite 
healed, no urine had leaked through it since the time of the 
third and last operation.) 


SUMMARY 


The incidence of horseshoe kidney taken from 
autopsy records at large varies from 1 in 300 to 1 in 
1,100. The Bellevue autopsy incidence is 1 in 643. 

The average age at death of individuals with horse- 
shoe kidneys is probably in the neighborhood of from 
35 to 40 years. 

Since 1918, in approximately 400 kidney operations 
in the Bellevue Urological Service, there were four 
cases of horseshoe kidney. ‘Two ef these were encoun- 
tered during the first five vears of this period and two 
during the last five months. Two were recognized as 
horseshoe kidneys before operation and two were not. 
In three of the cases, heminephrectomy was performed. 
Qf these three, the pathologic condition encountered in 
two was pyonephrosis and in the other suppurative 
nephritis. In the fourth case small bilateral calculi 
were present. Pyelotomy and nephrotomy were per- 
formed on the right side for the removal of a stone, 
and a few days later a secondary heminephrectomy 
became necessary because of hemorrhage. Several 
weeks later a portion of the stump was removed because 
of a persistent urinary fistula and infection of the 
stump. 

Heminephrectomy was relatively easy in the first 
three cases. In all three the isthmus was small and 
chiefly fibrous in character. Accessory blood vessels 
were also present in all three but were easily recognized. 
In the fourth case, heminephrectomy was difficult partly 
because it was a secondary heminephrectomy but chiefly 
because of the large size and histologic character of the 
isthmus. This was first tied with transfixation sutures 
and then divided. 

CONCLUSIONS 

1. Horseshoe kidneys are more prone to become dis- 
eased than normal kidneys. The surgical diseases are 
doubtless due to poor pelvic drainage fostered by certain 
anatomic anomalies. 

2. A preoperative recognition of horseshoe kidney 
before the days of urography was exceptional. Today 
its recognition, except in emergency cases, has almost 
become the rule. 
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3. Greater care in the various types of operations on 
horseshoe kidneys must be exercised than in similar 
operations on congenitally normal kidneys. The factors 
rendering such precautionary measures necessary are 
(a) the extensive and anomalous blood supply, (b) the 
possible presence of the two ureters on the same side, 
(c) the size and character of the isthmus, (d) the rela- 
tive immobility of the kidney, and (e) the possibility of 
the presence of the rarer anomalies, such as fusion of 
the suprarenals. 

4. The knowledge that the supposedly sound half of 
the kidney has its own ureter intact is essential before 
performing a heminephrectomy, This operation is 
rendered much easier by an incision (preferably extra- 
peritoneal) which permits of ample exposure of the 
kidney pelvis, the isthmus and all possible accessory 
vessels. 

121 East Sixtieth Street. 


REGURGITATION RENAL 
A CLINICAL ENTITY * 


BRANSFORD LEWIS, M.D. 
ST. LOUIS 


COLIC 


In former years the medical profession rested serene 
in its reliance on the integrity and constancy of the 
normal ureteral valve for resisting and preventing the 
regurgitation of fluid from bladder to ureter. Once it 
had entered the bladder there was no going backward, 
even under all the pressures or provocations that could 
be brought to bear to that end. [Experiments on animals 
served to confirm this belief. 

In 1898, Young! was unable to effect regurgitation 
by various degrees of pressure on the filled bladders 
of animals, and he affirmed the correctness of the 
established belief. The researches of Sampson and of 
Stoeckel pointed in the same direction. 

But clinical observations of Kretschmer, Kelly and 
others, and the numerous experiments of Graves and 
Davidoff, Bumpus, Zernblinoff, Guyon and Albarran, 
Icobelli, Lewin and Goldschmidt, Marcus, von Lichten- 
berg, Lampe, Warschauer, Alksne and Barbey changed 
the views of the profession. Graves and Davidoff * 
showed that even under very low pressure (from 8 to 
10 mm. of mercury) the slow filling of the bladder in 
healthy dogs, cats and rabbits was followed by a sur- 
prisingly large percentage of regurgitation into the 
ureters of the opaque fluid used, proved with roentgeno- 
grams. In rabbits it was as high as 80 per cent. The 
authors found that it was the stronger bladders having 
the greatest tonicity that were most likely to do the 
backward leaking, while those possessing less tonicity 
were most likely to show a competent and resisting 
valve. 

These striking results in animals naturally were fol- 
lowed by the question of their bearing on human beings 
and their ureteral orifices. Bumpus * endeavored to get 


* From the St. Louis University School of Medicine. 
* Read before the Section on Urology at the Eighty-Second Annual 
Session of the American Medical Association, Philadelphia, June 12, 1931. 
* The term “urinary reflux” refers to the easy passage of urine back 
and forth between the bladder and the ureter through a wide-open “‘golf- 
hole” orifice. ‘“‘Urinary regurgitation’’ relates to the passage of urine 
from the bladder to the ureter through a normal, intact ureteral orifice 
under the influence of overtilling or of an undue amount of pressure on 
the filled or semifilled bladder. 
3, cd Bull. Johns Hopkins Hosp. 9: 105, 
2. Graves, R. C., and Davidoff, L. M.: J. Racy "hed ss (Sept.) 


1923; 44:1 
3. Bumpus, H. C., : J. Urol. 12: 341 (Oct.) 1924. 
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an answer to this question and made 1,036 cystograms 
in patients, finding 89 (8.6 per cent) in which there 
was regurgitation into one or both ureters, some con- 
nected with back pressure, others in which the open 
and incompetent valve was made so by participation 
of the ureteral wall in inflammatory processes that 
involved primarily the bladder. So that it now seems 
well established that, under appropriate conditions of 
tonicity and pressure on the filled or semifilled bladder, 
urine or fluid does regurgitate through the healthy and 
intact ureteral orifice back into the ureter and up even 
to the renal pelvis. Colored fluids (aniline dyes) were 
made thus to ascend the ureteral channels. Antiperi- 
stalsis played no part in the phenomenon. 

By experiments and minute investigations, Gruber * 
endeavored to learn the exact mechanism, whether 
sphinecteric or valvular, by which regurgitation was 
ordinarily prevented. fis definite conclusion was that 
the intravesical ureter served as a passive true valve and 
not as a sphincter. Cutting or injury to the valve per- 
mits regurgitation, and stretching the bladder mucosa by 
injecting into the bladder excessively large amounts of 
fluid under high pressure shortens the ‘valves and in 
many instances renders them incompetent. Regurgita- 
tion in health is thus again confirmed. 

The main deduction made irom these observations 
by practically all writers was that it offered obvious 
explanation as to the frequency of ascending infection 
irom bladder to kidney: It was simply carried thence by 
itected urine regurgitating under conditions favorable 
lor it. 

But a careful and exhaustive review of current text- 
books on urology, as well as of the writings of the 
authors quoted, has failed to reveal any reterence to 
urimary regurgitation as a cause tor renal colic. 

With the phenomenon of renal colic, physicians are 
well acquainted, the suddenness and severity of the 
attack precipitating an apparently healthy individual 
into torture that rolls him on the floor in agony and 
requires large doses of morphine to bring about relief. 

Ii the colic is due to stone, naturally suspected, it is, 
of course, the physician’s duty to recognize the cause 
and remove it as promptly as may be. But in many 
instances, even with the suffering as great as described, 
there is no stone present and an entirely different course 
of treatment is to be pursued, dependent on the cause 
of the colic in that particular case. 

It is generally recognized that renal colic or pain that 
closely simulates it is caused by a number of different 
conditions other than the presence of stone in the 
ureter or kidney pelvis. Henry Morris,® for instance, 
mentions as causes hysteria, renal congestion from 
nervous excitement, perinephric abscess, menstrual dis- 
turbances, torsion of renal vessels or ureter, strain, 
cicatricial bands pressing on ureter or kidney, aneurysm 
of the descending aorta, biliary and appendicular 
disorders, vesical calculi or new growths, ureteritis, 
seminal vesiculitis, movable kidney, Dietl’s crisis, renal 
tuberculosis, and urine overcharged with uric acid or 
with oxalate of calcium crystals. In addition to these, 
periodic attacks occur, he says, in cases without being 
followed by the discharge of a calculus. They come on 
without any ascertainable cause, especially when the 
patient falls into low health or is worn out by pro- 
longed or fatiguing occupation. As to the severity of 


4. Gruber, C. M.: The Ureterovesical Vaive, J. Urol. 22: 275 (Sept.) 
1929. 
5. Morris, Henry: 


Surgical Diseases of the Kidney and Ureter, 
Chicago, W. T. K 
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suffering, he says: “Women have aborted, men have 
committed suicide and children have been thrown into 
convulsions during the fearful agony of renal colic.” 

Kelly and Burnam ° discuss nephralgia as connected 
with hematuria caused by three conditions: (a) nephri- 
tis, (+) varices of the kidney pelvis, and (c) rupture of 
small blood vessels. They assert that, in a number of 
instances (over 100), operations, including nephrectomy, 
had been carried out without disclosing any cause for 
either hematuria or colic, and in some operative cases 
pain only was present without hematuria.‘ 

This declaration indicates two points deserving 
attention: (1) the lengths to which renal colic drives the 
practitioner as well as the patient on occasion, and (2) 
the necessity of knowing and having at one’s com- 
mand all the possible causes for this condition in order 
that one may promptly fulfil the requirements of cor- 
rect diagnosis and successful 
treatment. 

Keyes * has lucidly analyzed 
the several conditions and 
sequences attendant on urinary 
retention, partial and com- 
plete, temporary and chronic, 
but has not mentioned severe 
renal colic as an accompani- 
ment of them. He refers also 
to the occasional occurrence of 
reflux of fluid up the ureter 
during cystography in animals, 
and reasons that the same 
phenomena may occur in man. 
The most interesting deduc- 
tion he makes from it, he says, 
is its bearing on infections of 
the upper tract, urethral chill, 


and so on. Under the caption 
“Pseudorenal Colic,” Keyes 
says: 


I have reported cases in which 
the passage of crystals or blood 
clots from the kidney, intestinal 
colic and vesiculitis precisely re- 
sembled renal colic in their sub- 
jective symptoms. Many physi- 
cians cherish the delusion that such 
pseudorenal colics are not as in- 
tense as the colics due to stone and 
do not require morphine. But in 
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Green and Brooks, and others. Hence the inference 
either that regurgitation renal colic has not received 
any recognition on the part of the profession or that it 
is deemed so insignificant that it does not deserve such 
recognition. The latter is hardly conceivable, in view of 
the expressions quoted and the sufferings entailed. 

The acute and agonizing suffering from typical renal 
colic, recurrent for months or years or protracted for 
days, should certainly be of sufficient importance to 
deserve or demand the attention of the profession, how- 
ever incidental it may be to other and greater pathologic 
conditions. 

That the phenomenon of renal colic caused by urinary 
regurgitation has previously been called to the attention . 
of the profession appears from the fact that I*' have 
discussed the subject in that light in papers in 1924, 
1925, 1926, and occasionally in impromptu discussions 
of medical societies since 1915. 

In the paper of 1926 was re- 
lated the fact that as early as 
1913 I had been impressed 
with the association between 
urinary obstruction at the 
vesical neck and renal colic. 
Several striking and_ typical 
cases had, in the years fol- 
lowing, come under my obser- 
vation, some of which were 
briefly related. My earlier in- 
terpretation of the relationship 
was that of nervous reflex 
from obstructed bladder to 
kidney; that is, vesicorenal 
reflex ; and it was not until the 
experiments of Graves and 
Davidoff? and of Bumpus,* 
confirmed by others, divulged 
the frailty instead of the re- 
ability of the ureteral valve 
that I understood the reason 
for the relationship. Re- 
gurgitation through the intact 
ureteral orifice occurred under 
back pressure in a strong blad- 
der blocked by prostatic ob- 
struction, whether from con- 
tracture or from overgrowth! 

The newly established facts 


intensity there seems little choice 
between them. 


Francis Kidd* contributes 
an enlightening chapter on 
renal pain and hematuria of unknown origin, mention- 
ing numerous causes, but urinary regurgitation is not 

“among those present.” 

Casper '® gives a formidable list of causes other 
than stone for renal colic but does not mention urinary 
regurgitation in that light. The same might be said 
of other authors consulted, Eugene Fuller, Thomson 
Walker, Guitéras, Victor Pedersen, Henry Morton, 
Ballenger, David Newman, Chetwood, Cabot, Young, 


6. Kelly, H. A., and Burnam, C. F.: Sitcioin of the Kidneys, 
va and Bladder, New York, D. Appleton & Co. 2:1, 1914. 

Young has mentioned six cases, Cabot thirteen, and Renard-Dethy 

pe in which operations had been done for stone that was not found 


to be present 
8. Keyes: Urology, 1928. 
» Kidd, F. S.: Urinary Surgery, London, Longmans, Green & Co., 
1 
10. Casper, Leopold: A Textbook of Genito-Urinary Diseases Including 
Funsiqns Sexual Disorders in Man, translated and edited with additions 
by C. W. Bonney, Philadelphia, P. Blakiston Son & Co., 1909. 


Fig. 1 (courtesy of Dr. P. E. McCown of Indianapolis).— 
Cystogram showing bilateral regurgitation in case presenting 


prostatic obstruction and chronic right renal pain. 
was afforded by prostatectomy. 


harmonized wonderfully with 
clinical observations made in 
previous years. They ex- 
plained to my satisfaction why 
intense renal colics, recurrent 
or enduring, occurred in direct connection with pros- 
tatic obstruction in men and urethral obstruction in 
women (whether organic or spasmodic), and why relief 
was immediate and complete on draining the bladder, 
and was made permanent by following up with 
measures that removed the obstruction. At any rate, 
some clinical evidence is here submitted, the early cases 
previously quoted being included. These cases are given 
in brief outline, many details of examination, history, 
and so on being omitted for the sake of brevity. 


REPORT OF CASES 


CasE 1.—Nov. 18, 1913, a physician patient, Dr. F. J. D., 
aged 59, arrived from Dallas, Texas, referred by Drs. Kinsell 


Relief 


11. Lewis, Diagnosis the General Practitioner, 
J. Indiana : 37 ov.) 1924; J. Missouri } : 88 
and Renal Colic, J. Urol. 15: 189 
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and Martin of that city. He had been suffering for about fiiteen 
years from recurrent attacks of pain in the back on the left 
side, the pain running thence down the course of the ureter. 
In addition there was pain in the bladder and perineum, with 
extreme sensitiveness on urinating and in intercourse, lasting at 
times for hours. The suspicion of ureteral stone awakened by 
these persistent symptoms appeared to be confirmed by roent- 
genograms taken in Dallas (without being checked up with the 
ureteral catheters, however) which showed a shadow apparently 
in the line of the left ureter, low down. 

The urine was loaded with blood, pus and bacteria. But 
roentgenograms, taken with catheters placed in the ureters, 
showed the supposed stone shadow to be outside the ureter, and 
that there was therefore no stone; while the evidence of obstruc- 
tion and irritation at the vesical neck was clear, including as it 
did a small amount of residual urine (2 ounces) and supersen- 
sitiveness of the urethra and the bladder. 

Although of fifteen years’ standing, the symptoms were 
promptly cleared up, and relief was attained by treatment 
directed te the obstruction and 
inflammation located at the neck 
of the bladder: Kollmann dilat- 
ings were given, together with 
antiseptic posturethral irriga- 
tions. 


This case was so strik- 
ing that it made an impres- 
sion that lasted. Several 
other cases seen later re- 
newed the impression of 
prostatic obstruction caus- 
ing “stone colic” without 
the stone. 


CasE 2—N. E. G., a man, 
aged 55, a musician of Granite 
City, Ill., was referred in Octo- 
ber, 1920, by Dr. R. W. Binney 
of that city. While marching 
and playing in a parade he sud- 
denly experienced excruciating 
pain in the side and back, fol- 
lowing down the course of the 
ureter. He fell out of line and 
was given emergency treatment 
by Dr. Binney, who at once be- 
came convinced that the colic 
was caused by a ureteral stone 
in transit. Considerable mor- 
phine in repeated hypodermic 
doses was required to give even 
temporary relief. My investi- 
gation disclosed the presence of 
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go from early morning until night without urinating. Never- 
theless he had no urinary complaint until three years prior to 
our first interview of 1921. During those three years he 
observed some gradual slowing of the stream, with sluggish- 
ness increasing to actual interference both in starting and in 
continuing but no increase in frequency. His bladder continued 
to be trained to tolerate the retention of urine for long periods. 
in response to the exigencies of business responsibilities. 
February 18, five days before our first conference, while on 
the train coming from the East, he noticed that difficulty oi 
urination was worse than usual and continued so; and on the 
morning of February 23 there was added for the first time 
severe pain in the lower portion of the abdomen, described by 
him as beginning about the left inguinal region and running up 
along the course of the ureter to the kidney. He had to leave 


his place of business for home, where he received two hypo- 
dermics of morphine from his family physician, Dr. Joesting, 
before obtaining relief from the renal colic. 
was called in conference. 


Dr. Schaff also 
In addition to the severe pain there 
was nausea and vomiting. 

I was called and saw him 
early on the same afternoon. 
While I was impressed with the 
simulation of kidney stone colic 
in the symptom complex, a 
question mark was injected into 
the situation when I found & 
ounces of residual urine in the 
bladder, turbid and_ infected. 
The patient was immediately 
referred to the hospital, where 
the usual measures of examina- 
tion were systematically carried 
out: cystoscopy and roentgen- 
ography. The bladder was so 
inflamed, sensitive and resistant 
that cystoscopy was difficult and 
the ureteral orifices were not 
observed. The urinary obstruc- 
tion appeared to be from 
contracture rather than from 
intravesical hypertrophy. No 
shadows showed in the several 
roentgenograms. 

A soft rubber catheter had 
been left in since the first call 
of the day before, and this had 
given immediate and complete 
relief from the rena! colic 


present. 


| independent observation 


of the nurse was impressive; 
namely, that in irrigating the 
bladder the ureteral colic was 


7% ounces of residual urine 
produced by obstruction (con- 
tracture) at the vesical neck, 
and the patient then stated that 
there had been for months an increasing difficulty in urination, 
with frequent straining efforts. 

Roentgenography with ureteral catheterization demonstrated 
the absence of stone at any point as clearly as those agencies 
were capable of doing, and treatment for relief of the obstruction 
(indwelling catheter, dilatings, and so on) was given at once 
and permanently relieved the pain. Efficient urination was 
reestablished and retention done away with by Kollmann dilat- 
ings and irrigations, which were given with decreasing fre- 
quency during the ensuing few months. There has been no 
recurrence of the pain. I have never seen a more typical attack 
of renal colic than this patient had presented. 

CasE 3.—F. W. O., a man, aged 61, married, a manufacturer, 
of Alton, IIL, first consulted me, Feb. 23, 1921. Of robust 
health and tireless energy, and engaged in the manufacturing 
business on a large scale, the patient was accustomed to drive 
his faculties to the limit, incidentally ignoring as far as he 
could the natural demands made on him; he would frequently 


Chronic rena ain, 


Fig. 2 Dr. P. E. McCown of 
w 


unaccountable 
regurgitation (above) and dilations gave relief. 


excited and was complained oi 
each time that much fluid was 
injected, but that it was promptly 
relieved on releasing the fluid. 
Following the retained catheter regimen, which gave effective 
drainage of the bladder, there was complete cessation of the 
colic; and in the nine years since then, in which the patient has 
been more or less under observation and care, the only recur- 
rences of the pain have been in connection with holding the 
urine too long and consequent unusual difficulty in evacuation. 
The patient has not wished to undergo any radical operative 
procedure. 

Case 4.—H. K., a trained nurse, aged 25, first consulted me 
in 1913. After a dinner with champagne and a long automobile 
ride in which no opportunity was presented for evacuating the 
bladder there was acute retention of urine with spasms of 
straining, accompanied by severe pain that seemed to run 
upward along the ureter to the right kidney. After repeated 
unsuccessful efforts at urination, the attack continued until! 
relieved by catheterization, by which about 20 ounces of urine 
was withdrawn. Successive similar attacks during the next few 
days had again to be relieved by catheterization, and each was 


until cystogram 
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accompanied by renal pain incident to the retention. The urine 
was at first clear but soon became cloudy with colon bacillus 
infection. 

Urethral dilatings (Kollmann) and irrigations gave prompt 
recovery and no recurrence. 

Case 5.—Mrs. E. T., aged 41, was referred July 27, 1929, by 
Dr. Rutledge, Festus, Mo. So severe was the pain in the 
suprapubic and left lumbar regions, accompanied by straining 
efforts at urination but complete retention excepting the occa- 
sional passage of a drachm or so of urine under the severest 
straining, that she entered the hospital on a stretcher. The 
attack had been in progress since the previous five days. One 
similar attack had been experienced three years earlier, with 
almost complete retention for forty-eight hours. 

Catheterization was extremely difficult because of a strictured 
urethra, together with a benign growth in the urethra. Fulgura- 
tion of this growth, followed by Kollmann dilatings, restored 
normal urination and as promptly relieved the excruciating 
lumbar pain. From this time until October, 1930, the patient 
neglected the follow-up treatment and then had a recurrence of 
difficult urination, straining and lumbar pain similar to the pre- 
vious two attacks though not so severe. Catheterization and 
dilatings of the existing urethral stricture proved as effective 
for relief as previously, and the patient declared herself willing 
to pursue treatment as advised for prevention of recurrence. 

Cast 6—A. F. S., a man, aged 55, entered the hospital, 
Jan. 28, 1926, complaining of excruciating pain in the left 
lumbar region that necessitated the giving of scopolamine and 
other sedatives. Searching examination failed to reveal the 
kidney stone that was suspected but did disclose the presence 
of a contraction at the vesical neck that had been the cause of 
backward pressure and the regurgitation pain from which he 
had suffered. At least this was our deduction when the patient 
was almost instantly relieved by the dilatings given, and, with 
these repeated from time to time, he has never had an attack 
since that time, five years ago. 


Case 7.—J. F. H., a man, aged 37, of Newark, N. J., while 
traveling west on a train, Sept. 6, 1929, was suddenly attacked 
with severe pain in the left lumbar region that caused him to 
“double up in agony,” as he expressed it. The attack was 
accompanied by frequency and difficulty in urination and strain- 
ing that added to his suffering. He was compelled to leave the 
train and receive treatment (morphine hypodermics) for two 
days before he could continue on his way west. On his arrival 
in St. Louis he consulted me and was sent to the hospital for 
removal of the suspected stone. He said that two weeks pre- 
viously he had had a similar attack but not quite so severe. 
Cystoscopy, catheterization and urography failed to reveal a 
stone but, on the other hand, gave prompt relief from the pain. 
With this as a clue, I gave dilatings to a tight posterior urethra, 
discontinued the use of sedatives and obtained prompt recovery 
that has lasted to the present time, backed up with occasional 
dilatings as advised. 

Case 8—A. S., a man, aged 39, of Springfield, Ill., entered 
the hospital in March, 1928, complaining of acute pain that 
seemed to begin in the bladder and run upward to both kidneys 
but was most severe on the right side. 

The routine cystoscopic examination failed to reveal evidence 
of stone but gave relief from the pain, so it was followed by 
posturethral Kollmann dilatings, and the patient has not had any 
recurrence since, nearly three years. 

Case 9.—R. L. R., a man, aged 34, has been under my care 
for a year or more, with chronic prostatitis and contracture at 
the vesical neck, with urinary infection that frequently extends 
to the upper tract. By various measures the residuum has been 
reduced from 4 ounces to nothing for most of the time. But 
attacks of difficult urination occur occasionally, nevertheless. 

Noy. 30, 1930, while experiencing a cold day in Chicago, he 
was suddenly seized with violent pain in the bladder that seemed 
reflected into both kidneys. He described his suffering as 
agonizing for the next twenty-four hours, compelling his 
return home. On arriving in St. Louis he was relieved by 
catheterization and a good stretching with the Kollmann dilator. 
While examination for a possible stone or other cause was not 
overlooked and was, in fact, carried out with negative results, 
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our acquaintance with his condition made it easy to arrive at 
the diagnosis promptly and to give treatment that brought the 
desired relief. 


In searching for literature analogous to the subject 
of this paper, I found a contribution by Rénard-Dethy,”” 
who refers to renal colic caused by nodules in the 
prostate or seminal vesicles, and describes three cases 
of that origin. The patients had finally been relieved 
by treatments applied to the prostate. His explanation 
of the relationship was that of reflex nervous influence. 
He evidently had not encountered the previous contri- 
butions of mine, of 1924, 1925 and 1926, for he says: 

“I have not found publication of a single case of renal 
colic attributed to a prostatic lesion.” 

Kartal '* mentions six cases of renal colic due to 
seminal vesiculitis (spermatocystitis), observed in the 
clinic at Zurich. 

A contribution that is more nearly analogous to the 
subject of this paper is that of Dr. C. Lepoutre '* of 
Lille, which was made to the Société frangaise 
('urologie, Jan. 20, 1930. In his paper, Lepoutre speaks 
of severe lumbar pain in connection with urination that 
occurred intermittently for months, in a 65 year old 
prostatic patient who was finally referred to Dr. 
Lepoutre for a diagnostic clearing of the mysterious 
condition prevailing. For eight months the patient had 
suffered almost daily or nightly attacks of violent pain 
They occurred either at the 
time of urination or on feeling the necessity to urinate, 
especially in case the act was deferred. Roentgen- 
ography was negative for calculus. Cystoscopy disclosed 
an enlarged prostate and a golf-hole ureteral orifice on 
the left side. The bladder was filled with 200 cc. of 
collargol suspension, and the first roentgenogram 
showed nothing in the left ureter or kidney pelvis, but 
shortly thereafter the patient complained of a strong 
desire to urinate and immediately of pain in the left 
kidney. The second roentgenogram, then made, showed 
the left pelvis and calices well filled; the left ureter was 
less distended but showed the presence of collargol. 
Prostatectomy was done, providing easy emptying of 
the bladder and relief from the colics. 

In the discussion that followed this report, sympa- 
thetic interest was shown and discussions were given by 
Marion, Papin, Gayet and Pasteau. The speakers made 
use of the terms “active reflux” and “passive reflux” 
to distinguish between regurgitation under pressure 
through an intact ureteral orifice, and the passive 
reflux through a golf-hole orifice. 

At any rate, there was definite recognition by the 
speakers present of the condition referred to at this 
meeting of 1930 and described by me in the previous 
years noted. 

While I appreciate the desirability of direct evidence 
such as roentgenograms showing regurgitation and over- 
filled ureters at the time of paroxysms in these cases, 
it is obvious that such evidence has been unattainable 
prior to the advent of intravenous urography, because 
the introduction into the ureter of a catheter would, 
per se, destroy the evidence that was sought; namely, 
pent-up urine ‘under backward pressure. But now that 
intravenous urography is available, it is hoped that that 
object may be accomplished even ‘though it may entail 
prolongation of the colic while the investigation is being 
made. At any rate, it is hoped that the evidence of 
regurgitation renal colic as a clinical entity herewith 


12. Rénard-Dethy, H.: 
1928. 
13. Kartal, S.: Munchen. med. Wehnschr. 75: 601 (April 6) 1928. 
14. Lepoutre, C.: J. durol. 20: 196 (Feb.) 1930. 
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submitted may be sufficient to merit the attention of the 
profession and receive either confirmation or denial 
from its observations, 
ADDENDUM 

After hearing this paper read in Philadelphia, Dr. P. E. 
McCown of Indianapolis kindly submitted the two accompany- 
ing roentgenograms of cases illustrating, he believed, the regur- 
gitation that had been the cause of chronic renal pain, in which 
both were permanently relieved by removal of the obstruction 
at the vesical neck—one by prostatectomy, the other by dilatings 
of a urethral stricture which he definitely recognized. Roentgen 
evidence of ureteral regurgitation is plainly discernible in both 
negatives, incidental to cvstograms made under moderate pres- 
sure. 


1020 Paul Brown Building. 


CONSERVATION IN THE TREATMENT 
OF MOVABLE KIDNEY * 


WILLIAM F. BRAASCH, M.D. 
ROCHESTER, MINN. 


It would hardly seem necessary to reopen for discus- 
sion a subject which has been settled and buried several 
times in the last thirty years; and yet, when it is resur- 
rected with somewhat altered features and set going 
again with new supporters and followers, it must be 
dealt with and either allowed to go on its way or 
reinterred. The gentle art of nephropexy has had such 
a course in recent years, and it is now enjoying a 
decided renaissance. Many of the arguments in its 
favor are not new, and consist of the simple story of 
palpable nephroptosis, abdominal pain, nephropexy and 
cure, at least so reported, in from three to six months. 
The experience of twenty odd years ago, when the 
operation was widely employed, is surely not forgotten. 
It will be remembered that many surgeons were most 
enthusiastic about the merits of nephropexy, and cures 
were claimed for a great variety of complaints, varying 
from backache to insanity. When symptoms either 
similar or referred to other areas, even to the other 
kidney, reappeared in many cases within a year or more 
afterward, the operation soon lost its appeal; it was 
largely discontinued and actually fell into disrepute. In 
recent years the procedure has been revived by a group 
of surgeons no less important than the urologists, and 
its application is now spreading rapidly. The following 
questions naturally arise: Why has this ancient practice 
been revived? Has a new or overlooked reason been 
found, any new method of diagnosis, any recent dis- 
covery in pathology or physiology to substantiate it, 
and, lastly, has a new method of operation been dis- 
covered which not alone fixes the kidney permanently 
but eradicates the symptoms as well ? 

The present attitude toward the surgical treatment 
cf nephroptosis varies widely. Two extreme views are 
advanced : that surgical treatment is never indicated, and 
that most cases of nephroptosis should be treated 
surgically. The first view is supported by many gen- 
eral surgeons who still remember the unsuccessful 
results of twenty years ago. The group supporting the 
latter view includes many urologists who operate 
promiscuously without regard for other clinical con- 
ditions. There is a third group whose members believe 
that nephropexy is indicated in selected cases only; 
they differ widely, however, as to the methods of 
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selection and as to the proportion of patients who 
should be operated on. The more liberal members of 
the third group would include many cases in which 
symptoms are referred to the kidney, whether or not 
any evidence of pyelectasis or of urinary retention is 
found on urographic examination. They manage to 
find a considerable number of the patients with 
nephroptosis who are amenable to nephropexy. The 
conservative element in this group, however, will insist 
on definite urographic evidence of obstruction and renal 
stasis as well as pain referred to the renal area, before 
advising surgical treatment. 

I have long maintained that any surgical or other 
form of mechanical treatment directed toward the 
kidney or ureter, without visual evidence of inadequate 
urinary drainage, is unjustifiable. Any claim that there 
could be urinary obstruction sufficient to warrant such 
treatment without evidence of pyelectasis or of ureter- 
ectasis has no pathologic or physiologic foundation. I 
agree with Kidd! that there is no indication for the 
surgical treatment of renal dystopia without such data. 
Evidence of abnormality in the outline of the renal 
pelvis, calices or ureter should be demanded _ before 
operation is advised. Granted that selection of cases 
for nephropexy should depend on the results of 
urographic examination, the problem becomes largely 
one of urographic interpretation. Such examination 
will usually show a variable degree of malposition. It 
is usually advisable to make urograms with the patient 
in the dorsal and in the erect position, in order to 
determine the full extent of renal excursion. The 
degree of renal ptosis has been arbitrarily graded, 1, 2 
and 3, the last grade being given when the renal pelvis is 
at the level of the iliac crest, or lower. The axis of the 
pelvis and calices is frequently abnormal as the result 
of renal displacement (figs. 1, 2 and 3). 

Renal ptosis, however, even if graded 3, is not an 
indication for surgical treatment, unless there is 
evidence also of urinary stasis. Some observers main- 
tain that urinary obstruction might be transient and so 
slight that it might not cause actual dilatation of the 
calices, pelves or ureter. Judging from the duration 
and frequently the constancy of symptoms in most 
cases, it would be difficult to believe that complete 
absence of any deformity in the pelvis or ureter would 
be possible. It is always present with chronic ureteral 
obstruction from other causes, and why should it not 
be present with ptosis? 

Although gross abnormality in the pelvic outline will 
be readily recognized in the urogram without a great 
amount of experience, yet in many cases the inter- 
pretation will not be so simple. By gross changes I 
refer to frank evidence of pyelectasis, as shown by 
dilated calices and pelvis, usually referred to as hydro- 
nephrosis. In most cases in which evidence of abnor- 
mality is found in the pelvic outline with nephroptosis, 
the changes will be slight and characterized by moderate 
pyelectasis and also, curiously enough, in some cases by 
evidence of dilatation of the ureter. Whether the 
moderate degree of pyelectasis noted is always due to 
actual obstruction is sometimes open to question. 
Occasionally the urogram will show an outline of the 
renal pelvis and calices which is not quite normal and 
still could hardly be described by the term pyelectasis. 
The outline of the pelvis and calices gives the appear- 
ance of being atonic, and the condition has been 
described as “flabby pelvis.” This condition is often 


1. Kidd, Frank: Acquired Renal Dystopia or Movable Kidney, J. Urol. 
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in keeping with the condition of the abdominal wall 
and accompanying visceroptosis. A slight degree of 
pyelectasis is often found in the course of examination 
of patients with renal ptosis who have not had lumbar 
or abdominal pain, so that it is questionable whether this 
observation should necessarily be regarded as indicative 
of actual obstruction. 

Intravenous urography is of distinct value in the 
recognition of minor degrees of pelvic abnormality 
resulting from renal ptosis. By comparing the outlines 


Fig. 1.—A, clear visualization of both renal pelves, which are normal, 
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one side of the abdomen and then to the other, or it is 
abdominal at one time and otherwise later. In fact, the 
subjective symptoms, as one might expect, since psycho- 
neurotic tendencies frequently are observed in cases of 
nephroptosis, are usually unconvincing. To complicate 
the situation, cases of nephroptosis are occasionally 
observed in which lumbar or abdominal pain has never 
been present and in which urographic examination will 
disclose mild pyelectasis. Another disquieting feature 
was noted in several cases in which nephropexy had 
been done elsewhere with relief of symp- 
toms following operation but in which the 
kidney ‘was found to be as low and as 
freely movable as it was before the patient 
was “‘cured.”” Equally confusing is the fact 
that the degree of renal excursion of the 
two kidneys may be equal and both pelvic 
outlines normal, and yet the pain is referred 
entirely to one side. This problem has been 
solved by ardent advocates of nephropexy by 
simultaneous operation on the two kidneys. 
If careful clinical examination is ever of 
therapeutic importance it certainly is in the 
case of ptosed kidney. When one attempts 


with patient tO determine the cause of abdominal pain, 


in dorsal position. B, with patient in erect position there is evidence of moderate every other organ should be carefully ex- 
bilateral renal ptosis. There is no evidence of pyelectasis and no visual indication for / 


nephropexy. 


of the two pelves, any difference in size or deformity 
in the pelves and calices can be readily recognized. 
Evidence of comparative delay in drainage can also 
be visualized in the late films. Although urographic 
examination is invaluable in the selection of cases for 
operation, I have found that in doubtful cases pyelos- 
copy, or rather uroscopy, is of great value in the 
recognition of physiologic abnormalities in the pelvis 
and ureter. I have been using a 30 per cent solution of 
iopax (uroselectan) or skiodan, injected through the 
ureteral catheter, because sodium iodide, formerly 
employed, often caused irritation and spasm. Roent- 
genoscopy after intravenous injection has not as yet 
afforded visualization clear enough for 
exact interpretation. Uroscopic examina- 
tion often will give data which can_ be 
acquired in no other way, particularly in 
demonstrating (1) the difference in renal 
drainage when the patient is in the erect 
or in the dorsal position; (2) the region of 
obstruction, if any, and (3) the degree of 
pelvic and ureteral peristalsis. If there is no 
evidence of obstruction to drainage, and the 
peristalsis is normal throughout, there could 
hardly be any reason for surgical interven- 
tion. 

The patient’s symptoms constitute another 


cluded before evidence of renal malposition 

is looked for. Since renal ptosis is ustially 
evident on casual abdominal palpation, it is fre- 
quently regarded as the source of the symptoms, 
and a thorough clinical examination is not made. 
A wide variety of lesions was discovered in the 
course of routine examination of 200 patients who 
either had been operated on elsewhere for renal ptosis 
or had been advised to undergo operation. In a review 
of their clinical records, together with those of 100 
patients who were found to have renal ptosis, several 
interesting observations were made. Most of the symp- 
toms were of a functional nature, which often served 
to confuse symptomatic evidence of coexisting organic 
lesions in other organs. In almost all the cases the 


Fig. 2.—A, clear of both renal pelves with patient in dorsal position. 
significant factor in influencing opinion as to _ Bilateral ptosis is graded B, wi 


patient in erect position, film made forty-five 


: +4: minutes later shows trace ai skiodan remaining in right renal pelvis, which is dimly 
the advisability of nephropexy. If renal seen at level of crest of ilium. Left renal pelvis is partially filled and is opposite the 


ptosis is the cause of renal obstruction it fourth lumbar vertebra. Bilateral renal ptosis is graded 3. 


e absence of complete 


, ‘ ‘ drainage in forty-five minutes and the absence of pyelectasis would contraindicate 
would necessarily be accompanied by inter- surgical procedures. 


mittent attacks of acute renal pain referred 

to the affected renal region. It has been common expe- 
rience, however, that most patients with renal ptosis have 
variable and often vaguely localized pain. In only a 
comparatively small percentage of cases of renal ptosis 
is the pain referred definitely to the region of the 
kidney. In many the pain is referred to the inguinal, 
suprapubic or sacral region; or it is diffused over the 
entire abdomen; or it is shifting, being referred first to 


symptoms could be explained on the basis of evidence 
of an inferior nervous system, and there was definite 
clinical evidence of hysteria, psychoneurosis, or con- 
stitutional inferiority. In seeking relief from symptoms 
these patients will grasp at any suggestion of organic 
lesion and readily submit to surgical treatment. At 
least one abdominal operation had been performed on 
almost all the patients, and, on many, three or four 
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DISCUSSION 
operations had been performed. Instead of surgical 
treatment a therapeutic program should have been pre- 
scribed, consisting of dietary and occupational sugges- 
tions, together with proper exercise, and play or rest, 
as might be indicated. Correction of posture, massage, 
and other conservative measures should also be 
thoroughly tried. Letters from these patients or 
clinical examinations made a year or more later dis- 
closed that the symptoms of many had been relieved by 
instructions given them aiming at improvement in their 
general health. Several were markedly improved as a 
result of correcting posture. When pain in the back 
was predominant, removal of foci or use of sacro-iliac 
belts often gave considerable relief. Only a few of 
these patients were found later to have intermittent 
attacks of abdominal pain that could be regarded as 
amenable to surgical treatment. 

Some of the more conservative surgeons who fre- 
quently advise nephropexy claim that, if these palliative 
measures fail to be beneficial, operation is advised even 
though there is no urographic evidence of renal obstruc- 
tion. That improvement may be noted in some of these 
cases within a few months after nephropexy cannot be 
denied. From a review of the postoperative course of 
the patients operated on in the clinic for nephroptosis, 
as well as of patients operated on elsewhere, it was 
noted that many 
had been relieved 
for several months 
to a year follow- 
ing operation. This 
might well be ex- 
plained by several 
factors: Many pa- 
tients were un- 
doubtedly improved 
by the enforced 
rest, which usually 
covered a period of |® 
several months be- Fig. 
fore they resumed 
their occupations. 
In other cases the 
functional nature 
of complications and the unbalanced condition of the 
nervous system were such that the operative procedure 
itself undoubtedly left a profound therapeutic impres- 
sion. It is evident that much reliance cannot be placed 
on the subjective results following operation until 
several years have elapsed. 

Spurred on by glowing reports of cures following 
nephropexy, made by advocates of the operation during 
recent years, I have made every effort to find patients 
with renal ptosis for whom nephropexy could be urged 
with a clear conscience. I have even gone so far in 
some cases as to waive the necessity of undisputed 
urographic evidence of stasis. In spite of determined 
effort, but few patients have been found on whom the 
operation was justifiable. Either the patient had a 
hopelessly psychoneurotic disposition and the symptoms 
were of a doubtful nature, or there was clinical evidence 
of some other abdominal lesion, or the pyelographic 
evidence was negative. In fact, it may be stated that 
unless there is visual evidence of renal obstruction in 
the effort to correct definite abdominal symptoms, it 
would usually be advisable to explore the abdomen 
before attempting nephropexy. 

Having demonstrated the existence of renal stasis, the 
next question which arises is whether renal ptosis is the 


3.— Bilateral renal ptosis, graded ¢, 


with patient in dorsal position. Evidence 
of pyelectasis in right kidney. Typical 
“*fla pelvis. Uroscopic examination did 
not a evidence of obstruction to peri 
stalsis in either pelvis or ureter. 
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cause of the patient’s symptoms. It is doubtful whether 
renal ptosis alone could cause urinary obstruction. In 
other words, there must be some other factor actually 
causing ureteral obstruction which developed as a result 
of ptosis, such as fixation of the upper part of the 
ureter by bands of tissue, adhesions, the results of 
periureteritis, or anomalous blood vessels. It may be 
difficult to determine, on surgical exploration, to what 
extent renal ptosis is an etiologic factor. Evidence of 
obstruction in the upper part of the ureter may be 
apparent, but it may be difficult to determine whether 
coexistent ptosis is etiologic or coincident. Nephropexy 
was often employed as a precautionary measure in addi- 
tion to other procedures in a series of plastic operations 
for hydronephrosis, although in many cases it seemed 
doubtful whether ptosis was much of a factor in causing 
pyelectasis. 

It is difficuh to form any definite opinion as to the 
value of the different types of operative technic 
advanced by various surgeons. One could easily be in 
doubt as to the best method of renal fixation, because 
of the many methods that have already been advanced. 
In fact, almost every surgeon who had performed a 
number of these operations has his own pet technic; 
usually the technic embodies the suggestions made by 
Albarran,? Edebohls,* and others. It is common 
knowledge that in most cases in which the kidney has 
been operated on, secondary exploration will show that 
the kidney is firmly fixed by scar tissue, and secondary 
mobilization is quite difficult. On the other hand, I 
have observed patients who claimed that renal fixation 
had been made elsewhere, and the kidney was just as 
mobile as it was supposed to have been before operation. 
It is evident, therefore, that when nephropexy has been 
done it is important to make urographic studies after 
operation in order to determine the results accom- 
plished. 

The following conclusions would seem logical: 


1. Rena! ptosis without urinary obstruction has no 
clinical significance and is seldom, if ever, the cause of 
symptoms. 

2. Renal obstruction as the result of ptosis can 
always be demonstrated by urographic or uroscopic 
examination, and operation is justifiable only in the 
presence of such evidence. 

3. In the majority of cases in which nephropexy has 
been done without previous demonstration of evidence 
of urinary stasis, the symptoms will return within one 
or two years following operation. 

4. Postoperative urographic examination is necessary 
to determine the permanence of normal renal position 
as well as improvement in drainage. 

5. The percentage of patients having nephroptosis 
who can be relieved of their symptoms by renal fixation 
will be comparatively small. 


ABSTRACT OF DISCUSSION 
ON PAPERS OF DRS. JECK, LEWIS AND BRAASCH 

Dr. W. Hersey Tuomas, Philadelphia: Dr. Jeck’s paper 
shows a greater incidence of horseshoe kidney than any other 
series with which | am familiar except that reported by Nau- 
mann in 1897, who found 1 case in 600 autopsies. It should 
be noted that the preoperative diagnosis was made in 50 per 
cent of the operations at Bellevue. In the 108 cases collected 
from the literature and carefully studied by Rathbun in 1924, 
only 22 per cent had been diagnosed prior to operation. Our 
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greatest aid in diagnosis unquestionably is urography. Dr. W. 
Edward Chamberlain recently called my attention to the fact 
that, when the calices point in an opposite direction from the 
normal, a horseshoe kidney is always present. It has also been 
pointed out that in horseshoe kidney there is an interruption 
of the outlines of the psoas muscles. Just what is to be done 
in any given case will always challenge the best judgment of 
the operator, but his decision will be largely determined by the 
amount of his preoperative study of the case. The paper by 
Dr. Lewis reaffirms his former writings and furnishes fresh 
evidence of the soundness of his views. “Stone colic without 
stone” as a diagnosis has frequently resulted in numerous pains- 
taking and destructive searches for something that was not 
present. Dr. Lewis has offered in the way of diagnosis some- 
thing that is distinctly better. Only too frequently in the past 
have patients been discharged with a diagnosis of urolithiasis, 
in the belief that in some mysterious way the calculus has 
passed and escaped detection. May I suggest that the shorten- 
ing of the intravesical ureter in Gruber’s experiments is analo- 
gous to that seen in an oblique inguinal hernia in which there 
is a constant tendency toward the development of a direct from 
an oblique canal by the approximation of the internal and 
external rings. Intravenous urography, with its great possi- 
bilities for demonstrating the physiology of the urinary system 
as a whole, should do much to establish further the existence 
of regurgitation renal colic, and I am sure that in future cases 
of this type the possibility of its occurrence will not be ignored. 
Dr. Braasch’s end-results in several hundred patients operated 
on from two to twenty years ago impresses on all of us the 
importance of selecting the proper cases of nephroptosis for 
fixation. For many years my own indications for operation 
have been limited to two—urinary obstruction and the occur- 
rence of a complicating infection. It is readily seen why the 
indiscriminate fixation during the earlier days of renal surgery 
brought operations for nephroptosis into deserved disrepute. 


Dr. Henry SANGREE, Philadelphia: 1 wish to refer to some 
of the work of the late Dr. Thomas, who had collected a 
number of these cases. One case was in a girl, aged 8, who 
had considerable pain, and in the erect position the kidney 
could be seen descending to the second vertebra. The child 
was underweight, and a pediatrician took care of her in an 
effort to build her up and get some fat to hold the kidney in 
better position. Some credit must be given to him. A roent- 
genogram taken after three months showed some improvement, 
but there was still a hydronephrotic cap. In the erect position 
the kidney was held in the normal position by means of a belt, 
and the child was relieved of symptoms. My associates and 
I use a belt to fit these children, and it is put on in the 
Trendelenburg position, holding both kidneys up in good posi- 
tion. We have obtained excellent results in the conservative 
treatment of these patients by holding the kidney up and getting 
rid of the hydronephrosis due to the kinking of the ureter. 


Dr. Ropert GuTreRREz, New York: Two types of cases 
of horseshoe kidney must be considered clinically. There are 
those cases in which pathologic changes have been established 
or in which concomitant lesions are present, as in the cases 
which Dr. Jeck described. The second group is formed by 
persons with horseshoe kidney in which no associated pathologic 
changes or visualized lesions are present, although the patients 
are suffering from unrecognized symptoms which constitute the 
horseshoe kidney syndrome. This syndrome has been present 
almost uniformly in the series of cases I had the opportunity to 
study, with an incidence of about 96 per cent. The horseshoe 
kidney syndrome is characterized by pain in the epigastrium or in 
the umbilical region, radiating to the lumbar region and accom- 
panied by the chronic constipation and urinary disturbances 
for which patients come for examination. I have come to the 
conclusion that, owing to the prominent position the horseshoe 
kidney occupies in the middle of the abdomen (lying on the 
aorta, vena cava, the solar plexus and the sympathetic and 
parasympathetic nerves), the weight, the pressure and the 
incarceration of the organ are the paramount etiologic factors 
in the associated pathologic changes and the horseshoe kidney 
syndrome; and that these conditions are due also to the anterior 
position of the pelves and ureters, for they lie in front of the 
renal mass, which obviously interferes with their normal 
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dynamic and physiologic function, producing lack of drainage 
and urinary stasis. In view of these factors I am firmly con- 
vinced that not until the isthmus of the horseshoe kidney is 
divided by a symphysiotomy procedure can permanent cure be 
obtained. The urographic data in the diagnosis are essential 
and are well known since Braasch pointed them out. However, 
in this connection, in studying the films of this series of cases 
that we have diagnosed, I have found a new sign which I think 
is of pathognomonic value in establishing an accurate diagnosis, 
particularly in these days when intravenous pyelography is 
coming into extensive use. I have called this new sign the 
horseshoe kidney triangle. It is formed by drawing a triangle 
in the bilateral pyelogram, uniting the two lower innermost 
calices and drawing a line from each of these to the point 
where the bisiliac line crosses the midline, which point becomes 
the apex of the triangle. In horseshoe kidney this basal triangle 
is about 20 degrees, while in normally placed kidneys the average 
is about 90 degrees. After measuring a series of more than 
100 bilateral pyelograms in which the kidneys are normally 
placed in the lumbar fossae, I have found this lower basal angle 
to be almost always more than 90 degrees in normally placed 
kidneys, while in horseshoe kidneys, owing to the approximation 
of the innermost calices of the two sides, this angle is extremely 
narrow, with an average of about 20 degrees. I think, therefore, 
that this is a very graphic and valuable sign to assist in establish- 
ing a correct diagnosis of the condition. 


Dr. N. G, Atcock, Iowa City: I have found an interesting 
curiosity in a horseshoe kidney. The patient was a large man 
who had had hematuria on two or three different occasions. He 
fell on his elbow, on the right side, and a big tumor developed 
in the kidney. I found that he had two orifices on the right 
and one on the left, and in introducing the catheter we found an 
opening up under the tenth rib which showed that a double 
kidney was present. The psoas muscle did not show. In the 
subsequent pictures we could see the two pelves. It has been 
said that in horseshoe kidney the calices point in and not out, 
but in the six cases we have seen they have pointed outward. 
In this case cystoscopy was done, a large catheter was put in, 
and sodium iodide was introduced. The pyelogram revealed 
an enormous hydronephrosis of the one kidney. When the 
kidney was exposed it looked like an enormous polycystic kidney, 
but I broke one of the apparent cysts and the kidney emptied. 
The isthmus was cut across after being clamped and the patient 
was all right except that drainage continued for fifteen or sixteen 
days before any urine passed. 


Dr. Wititam E. Stevens, San Francisco: Morris reported 
19 cases of horseshoe kidney which he had found in a series 
of 18,244 recorded autopsies. Most of my patients have com- 
plained of a sensation of pressure or pain in the abdomen, 
which has been increased by exercise and relieved by rest in 
bed. I have occasionally been able to palpate an oval mass in 
the abdomen. One of my patients complained of symptoms 
suggestive of pelvic inflammatory disease. At operation a 
horseshoe kidney was found, in addition to a large cystic ovary 
and an appendix which showed evidence of previous inflamma- 
tion. A third pelvis and ureter arose from the isthmus of this 
kidney. No similar case has been recorded in the literature. 
Another of my cases was of interest because of the fact that 
a diagnosis of horseshoe kidney was justifiable without pyelog- 
raphy, because of the approximation of the lower poles of the 
two segments. The plates of a third case are interesting because 
of the fact that both segments of the horseshoe kidney are seen 
to be located to one side of the vertebral column, and one of 
the segments is ectopic. Many patients with horseshoe kidney 
never have symptoms. This condition will be discovered more 
frequently with the increasing use of intravenous pyelography. 

Dr. Hermon C. Bumpus, Jr., Rochester, Minn.: Some 
years ago, in trying to ascertain the mechanism of renal back 
pressure in patients with prostatic obstruction, I discovered that 
regurgitation occurred in 4 per cent of the cases. In none of 
these cases, however, was there a history of any clinical entity 
such as Dr. Lewis describes. I believe that the colic is a result 
not of regurgitation but of peristalsis in a normal ureter trying 
to overcome some obstruction in the intramural! portion of the 
ureter. Dr. Lewis spoke of intravenous urography making 
povsible for the first time visual demonstration of these cases. 
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It would demonstrate ureteral retention as the result of obstruc- 
tion but I should think it would interfere with the demonstra- 
tion of mediums going from the bladder up the ureter. 

Dr. Epwarp L. Merritt, Fall River, Mass.: Dr. Braasch 
has spoken of the need of finding renal stasis before one can 
definitely blame the kidney for the symptoms. I think this is 
true, just as it is now believed that renal back pressure must 
be demonstrated before one can blame ureteral stricture for 
symptoms. The point I wish to bring out is that I believe these 
pyelograms should be made with the patient erect, in order that 
one may find the kidney in its normal position. If ptosis is 
present, this method will demonstrate it much better than with 
the patient lying down. I think that the use of a belt should 
be considered, and believe that it will give relief in cases in 
which operation is contraindicated. Last year I had two cases 
in which there was definite nephroptosis iti the remaining kidney, 
one kidney having been previously removed. In these cases a 
kidney belt was applied, always being put on by the patient 
while lying in the Trendelenburg position. This gave absolute 
selief to these patients. I should like to have Dr. Braasch teil 
now he feels about the use of belts. 

Dr. Georce R. Livermore, Memphis, Tenn.: In a case 
vf movable or ptosed horseshoe kidney with hydronephrosis, 
marked pain and dysuria, at operation the kidney was movable 
an inch or more; a nephropexy was done, with entire reliet 
from symptoms. I think we are indebted to Dr. Braasch for 
so lucidly explaining this subject and giving us his views as 
to when to operate. We all know that nephropexy is not 
100 per cent effective, as shown by cases in which operation was 
performed at the Mayo Clinic and elsewhere. I have recently 
had a case in which the kidney slipped after being operated on 
by the Kelly method, and the patient has a return of symptoms. 
It is remarkable what relief a large percentage of patients 
obtain from a well fitting corset. 

Dr. WitiiamM P. Herest, Minneapolis: Any problem that 
is so controversial as the indication for nephropexy in painful 
ptosed kidneys, with equally able men taking opposite sides, 
must have some explanation. As a partial explanation I wish 
to submit that those who champion the cause for nephropexy 
because of their good results unwittingly do a renal sympa- 
thectomy of variable degree and that those who are against 
nephropexy because of unsatisfactory results do not disturb the 
renal plexus in their nephropexy technic. The operation of 
nephropexy, as done at the Mayo Clinic, consists of mobilization 
of the kidney to an extent which allows the kidney to be fixed 
in what is considered the normal position without even visualiz- 
ing the renal pedicle and consequently without disturbing the 
renal plexus. The operation of nephropexy, as done by Dr. 
Foley of St. Paul, who is one of the most enthusiastic advocates 
of nephropexy, consists of a very beautiful exposure of the 
kidney, renal pedicle and upper ureter which cannot help but 
result in considerable disturbance of the renal nerve supply. 
In addition to the foregoing observations, | wish to call attention 
to the work of Dr. Elmer Hess of Erie, who has done a number 
of sympathectomies in cases of painful renal ptosis without 
employing any method of fixation except postoperative abdomi- 
nal pressure and position. His results with this type of pro- 
cedure have been as satisfactory as any nephropexy. I have 
two pyelograms—before and after a nephropexy. The first one 
does not demonstrate any abnormality except a slight ptosis. 
The second one, done after a nephropexy, demonstrates a kidney 
rotated on its horizontal axis with an acute angulation of the 
ureteropelvic junction, so that anatomically it is worse than 
before operation, yet the patient has had complete relief for 
over a year and a half. I believe that the operation in this 
case was successful because the operator destroyed enough of 
the renal plexus in his mobilization. In view of the fact that 
in abnormally mobile kidneys as many are symptomless as are 
pain producing, I wish to suggest that the pain in cases of 
abnormally mobile kidneys is frequently due to abnormal motility 
syndromes of a spastic nature due to disturbed sympathetic nerve 
control involving the individual calices, ureteropelvic junction 
or ureter, as described by the Harrises of Australia, recognizable 
only by pyeloscopy and controllable by various drugs or renal 
sympathectomy. 

Dr. F. Braascn, Rochester, Minn.: There is no 
doubt that nephropexy is indicated in selected cases with renal 
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ptosis, but I do not think that we are agreed as to just what 
should be regarded as an indication for surgical treatment. | 
am certain that evidence of renal obstruction is a definite indi- 
cation and usually the only one. I did not have time to go into 
conservative treatment, but it seems evident that in many cases 
the treatment is similar to that employed with psychoneuroses. 
Many patients with renal ptosis have definite evidence of psycho- 
neurosis and it is usually not secondary to renal dystopia. 
Another important feature in the conservative treatment of these 
cases is the correction of posture. Many of the patients will 
be found to have some deforming sacro-iliac disease, and in 
these cases the wearing of a proper belt has been of great 
importance in relieving the symptoms. In a series of fifty cases 
in which a diagnosis of renal ptosis was made and conservative 
treatment was advised rather than operation, we reviewed the 
results two years later. Many of the patients were markedly 
improved following rest, massage, diet, increase in weight, and 
so on. Conservative treatment should always be given these 
patients before one advises nephropexy. It is probably true 
that, owing to prejudice against operation for renal ptosis there 
are occasional patients who are suffering needlessly and who 
might be relieved by nephropexy, as Dr. Lewis maintains. 
However, there is a far greater number who are now being 
operated on for renal dystopia in whom operation is not indi- 
cated and who would be much better off with conservative 
treatment. 

Dr. Bransrorp Lewts, St. Louis: Most members of the 
profession say, “Do not speak of anchoring a kidney; we are 
not doing that any more.” I think this cennot be decided on 
any such generalities. Statistics will not tell whether or not 
to operate on a given patient. One must determine that by the 
conditions found in each case. Dr. Braasch is conservative, but 
his is not the blind, harmful conservatism of the general pro- 
fession. Urologists have to educate the profession to a reason- 
able, logical conception of this subject, which has its place just 
as much as any other endeavor in medicine or in surgery. With 
regard to the other type of conservatism, recently Kidd read 
a paper on this subject and said that before he operated on 
such a patient he had her wear a belt for six months. Lowsley 
has said that women should wear a belt for a year before opera- 
tion. Would these gentlemen defer other needed operations 
for so long a time? A few weeks of wearing an abdominal belt 
as a therapeutic test is sufficient. 

Dr. A. I. Fotsom, Dallas, Texas: The question raised by 
Dr. Lewis is interesting. I have never seen a case that attracted 
my attention as coming in the category he described. I have 
seen cases due to inflammatory processes in the vesical neck. 
My explanation was that the inflammation had produced a 
reflex spasm at the vesical neck, which produced a reflex spasm 
of the ureteral outlet and caused the colic, instead of the regurgi- 
tation causing it. Whether it is regurgitation or spasm will 
have to be thoroughly studied. In regard to fixing floating 
kidneys, there is too wide a divergence of views after so many 
years. I think that many more floating kidneys cause symp- 
toms than Dr. Braasch brought out, and there are many that 
produce distressing symptoms, and the man who does not 
attempt to pick out these cases is failing in his duty. | have no 
better results and no more grateful patients than in nephropexy. 
I think Dr. Braasch is wrong in stating that there must be 
definite evidence to show that the kidney pelvis is dilated. 
Before I submit a patient to nephropexy, that patient must 
have a definitely located pain in the loin, and it must be definitely 
aggravated in the erect position. I admit that there is an occa- 
sional rare case in which this is reversed. | had one such case 
and I watched that patient for a long time before I operated, 
but I got a brilliant result. I think that in 99 per cent of the 
cases the pain must be,aggravated on standing and must also 
be relieved by the patient lying down. In addition to that, | 
require another standard, which is that the distention of the 
kidney pelvis must reproduce the pain the patient complains of, 
and she must identify it without any help from me. I believe 


that if one limits one’s operation to those cases in which there 
is definite pain located definitely in the loin, which is unques- 
tionably aggravated by standing and relieved by lying down 
and which is definitely reproduced by filling the kidney pelvis, 
one will be the most enthusiastic supporter of nephropexy in 
these cases, in which it undoubtedly is indicated. 
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Dr. Howarp S. Jeck, New York: Dr. Gutierrez mentioned 
a symptom complex which he ascribes to horseshoe kidney. 
Essentially he has reference to Rovsing’s sign; namely, supra- 
pubic pain which is relieved when the patient lies down. 
interest in this connection is a case in which the patient was 
operated on by my associate, Dr. Keyes. For years this patient 
had abdominal discomfort. At times she also had sudden attacks 
of pain in the right side and experienced increasing inability to 
exercise because of the abdominal pain thus produced. A diag- 
nosis of horseshoe kidney was made by a pyelogram. Division 
of the isthmus, together with raising the right half of the kidney 
about 4 cm. and anchoring it, afforded complete relief. Dr. 
Alcock said that almost all the cases he has seen of horseshoe 
kidney show the calices in the pyelograms pointing outward. 
This is true in a number of instances, but in most of them the 
calices point inward. When this occurs, I believe it should 
always arouse one’s suspicion of the presence of horseshoe 
kidney and when the calices point outward other factors will 
have to be taken into consideration in order to make a diagnosis. 
In the cases Dr. Stevens has just described and demonstrated, 
I think that most of the calices pointed inward. 

Dr. Bransford Lewis, St. Louis: In answer to the sug- 
gestion of Dr. Bumpus that this is peristaltic pressure against 
the ureteral orifices, that is theoretical and he has not proved 
it any more than I have proved my belief. He has proved the 
possibility and relative frequency of regurgitation. If these 
patients are crying with pain for twenty-four or forty-eight 
hours and have been having recurring attacks for ten or fifteen 
vears, and if one puts in a catheter and relieves the retention, 
the patient at once feels better, without anything having been 
done to the ureteral orifice. Relief of obstruction at the vesical 
neck alleviates the pain, and fpr as long as the obstruction is 
relieved. 
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Within the last two years, thallium has been incor- 
porated in a widely advertised depilatory from which 
many serious consequences have been noted. — Its 
damaging effect on the optic nerves will be the primary 
concern of this communication. 

While looking for tellurium in a flue-dust of roasted 
seliniferous pyrites March, 1861, Sir William 
Crookes! observed a green line in the spectroscope 
which led him, after further study, to announce the 
newly discovered element thallium, descriptively named 
from the Greek 6aAdods, or Latin thallus, a budding 
twig. a word which is frequently employed to express 
the beautiful green tint of young vegetation.” This 
new element was presumed to belong to the sulphur 
group until the following year.*® 

Its metallic nature was demonstrated by Lamy of 
Lille in 1862, when he isolated* it and described its 
properties. During his studies he experienced weak- 
ness and pains in the legs which made him suspicious of 
a toxic influence from the metal. This he demon- 
strated experimentally by giving animals thallium 
sulphate and producing intestinal and respiratory 


* From the Surgical Clinic of the Peter Bent Brigham Hospital. 
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embarrassment with peripheral paralyses and general 
weakness.” 

Many others noted its various properties, so that it 
was soon used therapeutically with effect in treating 
colitis and the night sweats of tuberculosis. From these 
uses its present favor accidentally originated, for in 
February, 1898, Combemale * reported loss of hair in 
tuberculous patients whose night sweats he was con- 
trolling with thallium acetate. Huchard,’ Jeanselme * 
and Guinard® made similar observations, and Hal- 
lopeau?® at this time suggested its use locally for 
hypertrichosis, beginning his experimental work on 
guinea-pigs. The animals died within forty-eight hours 
after the local application of 50 per cent thallium oint- 
ment without effect on the hair, and he suggested a 
less potent dosage. 

Sabouraud '' is often credited with the use of 
thallium acetate purposely to produce alopecia. In 
1912 he reported his experiences as follows: There was 
referred to him in 1897, because of baldness, a woman 
who had had diarrhea for which thallium acetate had 
been prescribed, with resulting relief of the intestinal 
disturbance. Within two weeks her hair fell out and 
it began to grow again after six weeks. This he felt 
might be a wise way to treat ringworm of the scalp, 
producing a temporary alopecia by local and internal 
thallium administration ; but, although it was effective 
in the way desired, there were toxic results, namely, 
albuminuria, subcutaneous ecchymoses, sialorrhea and 
tachycardia. Because of this, Sabouraud came ulti- 
mately to prefer roentgenologically produced alopecia 
to that chemically produced. However, he had for five 
or six years before his report (1912) used mild (1 per 
cent) local applications in managing hypertrichosis. He 
cautioned against the dangers from too powerful and 
too large doses but observed no signs of intoxication 
even after eighteen months of daily use as advised. 

The pharmacology of thallium has been studied by 
Dixon ' and his observations are these: Although it is 
very closely related to lead as an element, immediate 
colic is not produced by injection, but rather a latent 
effect of the same type. The first response is a relaxa- 
tion of the smooth muscle of the bronchioles, intestine 
and uterus. It acts on the autonomic nervous system 
as does strychnine on the central nervous system, allow- 
ing impulses to pass more readily than normally. So 
he believes that the alopecia is produced through the 
autonomic nervous system and supports his views by 
the observations of others who state that the hair of 
the head is under the trophic control of the internal 
secretory system through the sympathetic nervous 
system. He maintains that there is no local effect on 
the skin or blood vessels and that only after absorption 
is the hair affected. Experimental work demonstrated 
not only a depilatory effect but also a stimulatory 
influence on hair, for, after a group of animals had been 
shaved, those receiving thallium were covered sooner 
and with a heavier coat than litter controls. 
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Roentgen depilation was in favor in treating ring- 
worm at the beginning of the war, and countries such 
as Mexico and Russia, which were unable to import 
the apparatus for irradiation, were forced to the 
development of another safe method. Thus Cicero ' 
with Peter,’ in Mexico City, followed Sabouraud’s 
earlier work and developed the use of thallium acetate 
so that it was effective without toxic influence. So 
also did Buschke in Berlin, whose extensive earlier 
experimental work on alopecia’® as well as his more 
recent pharmocologic studies *® helped in the develop- 
ment of thallium therapy against the tinea. 

In the commercial field, thallium has been used in 
Zeliopaste as a rat poison and in Koremlu Cream as a 
depilatory. Again toxic effects have cropped out, even 
as they did when it was prescribed therapeutically, and 
the literature has included untoward experiences even 
from the days of the isolation of thallium to the 
present-day difficulties in vision seen after the use of a 
proprietary depilatory. 

Lamy in 1862 reported his experience while working 
with the metal, namely, weakness and pain in the legs, 
although Crookes is said to have at this time taken 
several grains without noting any ill effects. Richet '' 
in 1899 observed muscular atrophy following damage 
to the central nervous system by thallium. Bullard '* 
in 1902 had a patient, a physician, who took thallium 
sulphate and experienced paresthesia of the fingers and 
toes with pains in the legs, abdomen and perineum, 
tenderness over the nerve trunks, and partial paralysis 
of the lower extremities. There was later a total loss 
of hair and recovery from neuritic symptoms. In 
1909 Cicero '® spoke of the dangers from its use in 
depilation for tinea, and in 1912 Sabouraud '' men- 
tioned his experiences of excessive salivation, tachy- 
cardia, albuminuria and ecchymosis. 

More recently, symptoms of various kinds have been 
reported from therapeutic, accidental or malicious 
administration. Most isolated reports have been of 
adults, in whom the margin of safety is much smaller 
than in children (Sluyters *°). But several mass mis- 
fortunes have occurred in which dosage was miscal- 
culated in the clinical treatment of tinea of the scalp in 
children (Lynch and Scovell,?? and Merkel **). The 
syndrome has often been very puzzling, even acute 
abdominal symptoms being simulated, as Ramond *° 
reported. Rubenstein ** has observed encephalitic-like 
phenomena. There have been many reports of poly- 
neuritis (Short,?? Waring °°), and some with psychic 
manifestations and kidney involvements ( Deutsch,” 
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Heinichen **).  Retrobulbar neuritis was noted by 
Kaps *° in a patient who became demented before death, 
and suicidal attempts have occurred.*” 

Toxic optic neuritides are due to many causes and 
the possible attribution to a cosmetic so little concerned 
us in the first of our three patients that suspicion was 
not aroused until the second one had been seen a month 
later ; whereupon inquiry disclosed the probable cause 
of the first patient’s trouble. 

These patients were referred to the neurosurgical 
service of the Peter Bent Brigham Hospital by ophthal- 
mologists because of failing vision and suspected 
chiasmal mischief. 

Case 1—Peripheral neuritis. Falling hair. Failing vision. 
Nervousness. Central scotomas. Retrobulbar neuritis. Ven- 
triculography with normal results. Discharged unchanged, 
History of use of Koremlu Cream subsequently elicited. 
Improvement of vision after discontinuance of cream. 

Miss L. L., an Italian domestic of 29, was referred by 
Dr. W. N. Hughes of Providence because of suspected 
suprasellar tumor. She complained of failing vision for four- 
teen months, noted especially in the central part of her visual 
field. Lenses were fitted without improvement and for seven 
months she had been unable to read. Her trouble progressed 
so that she could not cross the street without assistance. One 
year before entry she had had pains in the ankles and legs 
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Fig. 1.—Visual fields in case 1. 


which interfered markedly with her walking but which latterly 
had worn away and the diagnoses made were “fallen arches” 
and “arthritis.” In retrospect, her past history contained the 
clue to her predicament. She had had for five years a-bother- 
some facial hirsuties which she had been more recently remov- 
ing with a proprietary cream the name of which was not 
known and the importance of which at this time was over- 
looked. 

On examination, hypertrichosis was marked. Her visual 
acuity was 3/200 and visual fields demonstrated large central 
scotomas with bilateral upper nasal quadrantic defects (fig. 1). 
It was not easy to determine whether the atrophy was primary 
or secondary, but it was thought that she had a retrobulbar 
neuritis. Intra-ocular tension was 17 mm. The sella was 
normal by roentgen examination and all laboratory studies were 
within normal limits. No focus of infection could be found. 
An ophthalmologic consultant so favored a secondary optic 
atrophy that on his suggestion further efforts were made to 
rule out the possibility of long-standing intracranial pressure, 
whereupon a ventriculogram disclosed normal ventricles and 
she was discharged, the cause of her trouble really unknown, 
with the advice to prepare to learn braille. 

After the second patient was seen, further inquiry revealed 
that the proprietary depilatory used was Koremlu Cream, which 
she had applied daily to her face, arms and legs for a year 
and a half. She was advised to discontinue this and Six months 
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following she has reported improvement, so definite, in fact, 
that she is now able to write the letters describing her progress 
and is preparing to return to work. 

Case 2.—Fatling vision. Peripheral neuritis. Central 
scotomas. Retrobulbar neuritis. Loss of hair. History of 
use of Koremlu Cream. Jlimprovement after discontinuance 
of the depilatory. 

Mrs. B. De G., aged 28, a graduate nurse, was referred here 
by Dr. L. P. Jackman of Glen Cove, N. Y., because of suspected 
intracranial neoplasm. She complained of blurring of vision 
for three months, which progressed to such an extent that for 


Fig. 2.—Visual fields in case 2. 


the month and a half before entry she was unable to read or 
to write. She had also noted faiiure of central vision. For 
two months she had had very severe pains in her feet and legs 
which were said to have been due to “fallen arches,” ‘“‘con- 
tracted arches” and to “arthritis.” During the last months 
handfuls of hair fell out whenever it was shampooed. She 
had been using Koremlu Cream tor fourteen months with 
daily applications to the face. 

Examination revealed a visual acuity of 4/200 with marked 
central scotomas (fig. 2), and a retrobulbar neuritis was noted 
on inspection of the fundi. The sella was normal by roentgen 
examination, and laboratory studies were all within limits. 

She, too, was advised to discontinue the cream. The pain 
in her legs disappeared one month after discharge and her 
visual acuity has improved from 4/200 to 20/70. 

Case 3.—Use of Koremlu Cream. Peripheral neuritis. Fail- 
ing vision. Nervousness. Falling hair. Low visual acuity 
with central scotomas. Retrobulbar neuritis. Bilateral motor 
and sensory involvement of legs. 

Mrs. E. G., aged 35, a Jewish housewife, was referred by 
Dr. H. E. Davis of Portland, Maine, because of loss of vision 
and weakness of the lower extremities. For fifteen months 
she had applied Koremlu Cream to her upper lip and chin 
nightly. For five months she had pains in the feet and legs 
and experienced difficulty in walking, which was said to have 
been due to “fallen arches,” to “sciatica” and to “neuritis.” 
With this there was associated weakness of the legs which 
caused her to be confined to bed until three weeks before 
entry. Because of the discomfort in her feet she had over- 
looked her failure of vision, which had existed for probably 
four months and was so extensive that for three and a half 
months she had been unable to recognize people. During this 
time she was also very easily upset emotionally and was 
especially nervous. 

On examination it was found that she had a visual acuity 
of 3/100, and visual fields showed large central scotomas 
(fig. 3). There was definite retrobulbar neuritis. Weakness 
was marked in both legs, with hypotonicity and hypo-active 
knee and ankle jerks. There was hypesthesia over both legs 
and tenderness over the calf muscles. Gait was markedly 
impaired by the weakness as well as by a definite ataxic ele- 
ment. Roentgen and laboratory studies were entirely within 
normal limits. 


Each of these patients gave a history of use of this 


proprietary depilatory, Koremlu Cream, which has long 
since been brought to the attention of the Bureau of 
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Investigation of the American Medical Association, and 
on which the bureau reported *' with regard to its 
constituents, all this because of the appearance of 
peripheral neuritides in people who had been using 
this cream. The review indicated that the active prin- 
ciple was thallium and the percentage of the acetate 
present was 7.18, an unusually bold potency in view 
of Sabouraud’s earlier caution to use it so sparingly 
and in a strength no greater than 1 per cent. In 
presenting the proprietary cream, the distributors 
advertise it most attractively, convincingly, and with 
absolute assurance that no harm will follow its use. 
Our concern in this matter has been primarily with 
the most distressing effect on the nervus opticus. 
Careful combing of the literature has bared these 
beara Richet ** in 1899, after experimental 
work, reported that thallium as well as lead produced 
a noninflammatory keratitis characterized by progres- 
sive opacity of the cornea. In 1927 Kaps ** told of a 
situation wherein a rat poison containing thallium was 
given with malicious intent. Typical difficulties fol- 
lowed in the nature of alopecia, peripheral neuritides, 
with, in addition, failure of vision and_ retrobulbar 
neuritis, before dementia and death. In 1928 Buschke ** 
and his co-workers reported the experimental produc- 
tion of partial optic atrophy in animals, which they 
considered to be a new feature. In May of this year 
Duncan and Crosby “* from the Cleveland Clinic, in 
reporting a case of thallium poisoning following the 
use of Koremlu Cream, spoke of its likeness to lead 
poisoning because of the cramplike abdominal pains 
with peripheral neuritis, and casual mention was made 
that “at times vision was blurred” but ophthalmoscopic 
examination demonstrated nothing unusual. 


SUM MARY 

My purpose in this paper is to point out the dangers 
that follow long-continued use of a preparation con- 
taining a liberal percentage of thallium. The three 
examples presented were patients who entered a neuro- 
surgical clinic as “intracranial tumor suspects” and 
ected \ OD Mee 
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Fig. 3.—Visual fields in case 3. 


were found to have an advancing retrobulbar neuritis. 
Their failing vision has been checked and improved by 
discontinuing the employment of what, therefore, is the 
most probable source of the disorder. 

“ai Huntington Avenue. 
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The treatment of sterility has undergone a complete 
revision in the past decade, chiefly because of the con- 
tributions of American gynecologists. This interest 
was stimulated mainly by the fundamental work of 
Rubin,' Huhner,? Reynolds and Macomber,’ Evans,’ and 
Cary.” The notable publications of Dickinson,® Fors- 
dike,’ Meaker,* Anspach ® and many others have added 
greatly to the study of the subject by emphasizing the 
need for an orderly and complete investigation of the 
couple rather than of the individual. These authors 
have shown the value of recording complete case 
histories and the importance of correlating published 
reports. Meaker’s classification has been widely 
accepted as a standard for the investigation of the sterile 
couple and his plan of group study, so successfully put 
into operation in Boston, is deserving of universal com- 
mendation and adoption. 

Empiric procedures, such as dilation and curettage, 
the use of the intra-uterine stem, amputation of the 
cervix, plastic operations on the cervix, and various 
uterine suspension operations, have been replaced by the 
more logical and simple investigative tests, such as 
Huhner’s and Rubin’s, and by conservative cautery 
treatment of the damaged cervix. 


MODE OF INVESTIGATION 

In the past seven vears we have examined and studied 
300 couples who came to us because of childlessness. 
Most of these patients were seen in private practice, and 
a minority of them were observed in the gynecologic 
department of Mandel Clinic of the Michael Reese 
Hospital. In making our investigation we adopted the 
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general plan of Meaker (table 1), having modified it 
somewhat, and amplified it by the addition of diagnostic 
pneumoperitoneum and the combined use of utero- 
salpingography (iodized oil) and pneumoperitoneum. 
We wish to emphasize the importance of the sequence in 
which the diagnostic tests are applied in the study of the 
sterile couple, and also the needlessness of proceeding 
to completion of the investigation when a definite and 
final etiologic factor is discovered. For instance, when 
an aspermia is found on Hthner’s and on condom 
examination, it is unnecessary to proceed to the patency 
test for the diagnosis of sterility. However, much 


ABLE 1—Modification of Meaker’ s Plan Investigation — 


I. Male 
Female\ 
History 
(a) Past (venereal) 
Present 
(c) Sexual 
Il. Female 
Physical 
(a) Gen 
(bd) Local 


ca) ‘Trichomonas vaginal! 
. Cer 
(a) (mucus clear) 
(1) Normal viscosity 
(2) Tenacious 


1) Eetopion 
(c) Endoeervicitis 
(1) With erosion 
(2) With discharge 
3. Uterus 
4. Adnexa 
(c) Laboratory 
1. Complete blood count; 
2. 
3. Cervical smea 
(a) Fresh- 
(b) Stained 


Wassermann test: 
blood pressure 


Kahn test 


pantie drop 


Il. Female 
Postcoital Examination (Hiilhner test) 
(a) Vaginal pool (1-214 hours after coitus) 
1. Amount (1) Number 
(2 


3. Spermatozoa (3) Motility 

(b) Aspirated cervical mucus {(1) Number 
4(2) 
2. Pus cells (3) Motilit 


3. Tenacity of mucus 


— 


V. Male 
Physical Examination 
(a) General 
(b) Urologie 
(¢) Condom or ejaculate 
V. Female 
Tubal Patency (Rubin test) 
(a) Carbon dioxide gas (or air) 
1. Antispasmodie drugs 
Repeated patency tests 
(b) — oil instillation 
oroscopic examination 
Roentgenographie exam nation 
3. Roentgenographie examination with combined iodized 
oil and pneumoperitoneum 


=a 


Female 
Endocrine 
(a) Basal metabolie rate 
(b) Frank's test for female sex hormone in blood 
ale 
Endocrine 
(a) Basal metabolie rate 


may be learned, especially in reference to the mul- 
tiplicity of etiologic factors, 1f the entire investigation 
is carried out. 

In the management of our patients the performance 
of the routine diagnostic procedures here outlined was 
interrupted at any point when examination revealed a 
definite cause for sterility in the mating. If on the 
initial gynecologic examination such a pathologie con- 
dition was discovered, further tests were postponed 
pending successful removal of the cause. Furthermore, 
when the postcoital examination was made and a definite 
male factor was discovered to account for sterility in the 


mating, patency tests were not required and usually were 
not performed. Therefore for purposes of analysis anc 
study of the material we have divided our cases into two 
groups; namely, those subjected to complete investiga- 
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tion and those subjected to incomplete investigation, 
Although all couples were investigated to the point of 
a definite diagnosis, only 175, or 58.3 per cent, required 
the complete investigation here outlined. 

We have varied somewhat from the usual classifica- 
tion of sterility and infertility, as we have not considered 
time alone as a cause for sterility. The couples whom 
we found on investigation to possess the necessary 
requisites of fertility (Meaker) but who nevertheless 

did not reproduce we classed 


as infertile rather than as 
120 

sterile, regardless of the num- 
ber of years of marriage. 
” Primary infertility or sterility 
9% included those patients in 
a0 whom no pregnancy had oc- 
70 curred either in the present or 
- in a previous mating, and 
i secondary infertility or steril- 
mi ity included those in whom 

conception had occurred one 
if or more times in the mating of 
2 either partner or of both to- 
gether. Fifty-seven (19 per 


cent) of the 300 matings were 
classed as infertile, as a result 
of a complete investigation. 
l‘orty-seven showed primary and ten secondary infer- 
tility. Of the 243 sterile couples, 125 required incom- 
plete investigation to establish the diagnosis. There 
were 181 cases, or 74.5 per cent, diagnosed as primary, 
and 62, or 25.5 per cent, as secondary sterility. We 
found female factors in 217 (89.4 per cent) of the 
couples, male factors in 70 (28.8 per cent) and both 
male and female factors in 44 (18.1 per cent) of the 
243 couples in which sterility was diagnosed. Had we 
adopted the usual three year criterion for childless mar- 
ringe (or 2% years, Polak *’) we would have shown a 
larger percentage in the sterility group. 

‘here is no good reason for postponing a sterility 
investigation in a couple desiring offspring, even though 
they may have been married only a short time. [For in 
the course of such an early investigation some obvious 
cause of sterility may be discovered which on removal 
may be promptly followed by pregnancy. 


Fig. 1.—Kymographic trac- 
ing: patent fallopian tubes. 


FEMALE CAUSES OF STERILITY 

In listing the causes of sterility from our charts, we 
observed that the usually recognized female causes are 
outstanding in this series, and that these also overlap. 
In the 243 women in the sterility group, these factors 
are bilateral tubal obstruction, 20.5 per cent; previous 
abortion, 16.46 per cent; uterine hypoplasia, 14.4 per 


cent; chronic endocervicitis, 16.04 per cent; pelvic 
peritonitis, 12.34 per cent, and salpingitis and _peri- 
salpingitis, 19.75 per cent. The remaining causes 


comprised a list of about twenty-five conditions. We 
have not included gonorrhea as such as an etiologic 
factor but have listed the pathologic conditions which 
we found resulting from this infection. Syphilis, on 
the other hand, is mentioned under both male and 
female causes, as gross genital changes due to syphilis 
are rarely observed. We were surprised to find so 
small a number of cases of sterility in our series in 
which the Wassermann and Kahn tests were positive. 


MALE STERILITY 


Male virility tests were made in 249 (83 per cent) of 
the entire series. The Huhner postcoital examination 
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was made in 219 cases, a condom or ejaculate in 98 
cases, and both postcoital and sondeli tests in 57 
couples. No test for spermatazoa was made in fifty-one 
cases, chiefly for three reasons: First, the patient failed 
to return for the test in fourteen instances. Second, 
gross female pelvic pathologic changes sufficient to 
account for the sterile mating were found on physical 
examination in fourteen women, obviating the necessity 
of a sperm test until the female cause was removed. 
Third, in five instances there had been unsuccessful 
coitus (no intromission) because of intact hymen, even 
as long as five years after marriage! We are not pub- 
lishing a list of male causes of sterility for the following 
reasons :* First, it was not always possible to induce the 
male partner to report for a genito-urinary examination. 
Second, if the husband consented, he often chose to 
visit a urologist of his acquaintance, whose reports were 
often incomplete and indefinite. Third, the urologist 
sometimes reported on a condom specimen or ejaculate 
only, failing to report a local anatomic diagnosis. 
Fourth, only rarely was a constitutional fault reported 
in case of the male. Hence obesity, which appears as a 
diagnosis thirty-one times in the female list, was 
reported only twice in the diagnoses received from the 
urologist. This is obviously an error of omission. 


THE POSTCOITAL TEST 

In spite of the conclusions of Moench “ that the post- 
coital test is not final, we have placed great stress on it 
and feel that it is essentially informative. The patient 
on whom a test is to be made is carefully instructed in 
accordance with the advice of Cary and Dickinson ?? 
regarding preparation and presentation at the office for 
Hithner’s test. When a number of normally formed, 


Fig. 2.-Kymographic tracing: apparent obstruction of fallopian tubes; 
slight Souler pain and repeated test subsequently proved only partial 
obstruction in the one remaining tube. (Right tube removed previously.) 


actively motile spermatozoa are found in the mucus 
aspirated from the cervical canal from one to two and a 
half hours after coitus, we believe that the male is 
competent. He has proved his ability to deliver living 
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INFERTILITY 
male elements into the environment favorable for their 
preservation. Here they may exist for many hours 
unmolested by acid secretions, and by means of their 
own motility the spermatozoids may reach the fallopian 
tubes, where fertilization of the ovum occurs. Con- 
stitutional faults, as Meaker and others have conclu- 


a 3.—Transabdominal pneumoperitoneum reveals uterus and adnexa 
pe y. Iodized oil entered the right tube only. Apparent unilateral! 
closure. 


sively shown, may render the sperm relatively infertile, 
but with treatment the male fertility may be increased 
and the fertility threshold of the couple be raised. The 
vaginal pool is less of a criterion than the endocervical 
content. Asa rule, a small fluid pool of grayish, milky 
fluid is found in the receptaculum seminis, and in 
favorable cases numerous actively motile, normally 
formed spermatozoids will be found after coitus. We 
have found them as long as four hours after coitus, still 
moving. On the other hand, the finding of only 
immotile forms in the vagina is a frequent occurrence 
and is not serious, provided a satisfactory sample is 
obtained’ by aspiration from the cervical canal. We 
have not considered it necessary or advisable to explore 
high up into the uterine cavity for samples. If our post- 
coital examination is not entirely satisfactory, a condom 
specimen or ejaculate is requested of the husband, also 
2 urologic examination. Repeated Huhner tests ‘after 
a week or two of abstinence from marital relations 
eccasionally prove satisfactory after an initial failure. 
It is interesting to note that, in six cases in which no 
live spermatozoids were found in the cervix after 
coitus, the urologists’ reperts of condom specimens were 
satisfactory, but that, contrarywise, in no instance of a 
diagnosis of sterility from the condom specimen was a 
positive Huhner reaction found. This emphasizes the 
necessity of a condom or ejaculate check-up in all cases 
of negative postcoital examinations. It does not, how- 
ever, negate the value of Huhner’s test. We have 
found in many instances that the husband is willing to 
have his wife present herself for the postcoital test, 
although he himself is unwilling to be examined by a 
urologist. 

Many of the matings in which no male virility test 
was made proved fertile after gynecologic treatment 
was instituted, and pregnancy occurred before it was 
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considered necessary to check up the Hiihner and 
patency tests. This was particularly true in the cases 
in which there had been no previous intromission and in 
the amenorrhea group, to be referred to later. 


TUBAL PATENCY TEST 


Patency tests were carried out in 206 (68.6 per cent) 
of our patients. This included all the women in the 
infertility group and 149 (61.3 per cent) of the sterility 
group. ‘Bilateral tubal obstruction was diagnosed in 
fifty women in the latter group. Of these, twenty-seven 
were fimbrial closures, as diagnosed by patency test and 
iodized oil, twenty-one were cornual, and only two were 
isthmial. Unilateral tubal obstruction was found in 
eight cases, in which five were cornual, two fimbrial and 
one isthmial. 

No patency test was done in ninety-four women 
because: (a) a male cause for the sterility was dis- 
covered on the postcoital and condom tests; (b) gross 
female pathologic changes accounting for the sterility 
were discovered on bimanual examination, often of such 
a nature as to contraindicate the test; (c) the patient 
failed to return for the test. In seventy-nine women in 
this group, diagnostic pelvic pneumoperitoneum was 
done by the transuterine or transabdominal route, which 
proved of great value in clarifying the diagnosis. We 
(Stein and Arens**) have previously described the 
technic of this diagnostic procedure and have repeatedly 
emphasized its value, not only for a more precise 
diagnosis in sterile women but also for differential diag- 
nosis in other puzzling gynecologic conditions. We 
have found pneumoroentgenograms, carbon dioxide 
being used alone or in combination with the instillation 
of iodized oil into the uterus and fallopian tubes, of the 
utmost value. 


Fig. 4.—The same patient as in figure 3, one hour later. Both tubes 
were filled with iodized oil and the spill appeared from both fimbriated 
ends. (Unilateral or asynchronous spasm.) 


It is with some hesitancy that we record a practice 
which we have adopted in a selected group of women. 
Following a verbal suggestion of L. Fraenkel of 


43. Stein, I. F., and Arens, R. A.: Radiology 7: 326 (Oct.) 1926; 
Iodized Oil and Pneumoperitoneum Combined in Gynecologic Diagnosis, 
A. M. A. 87: 1299 (Oct. 16) 1926; Radiology 8: 494 (Jan.) 1927; 
Am. J. Obst. &  dosa 15: 707 (May) 1928; Radiology 12: 341 (April) 
1929; Am. J. Obst. & Gynec. 18: 130 (July) 1929; Radiology 15: 85 
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624 INFERTILITY AND 
Breslau during a visit which he made to this country 
some time ago, we performed the patency test imme- 
diately after a satisfactory postcoital test with the 
expectation of enhancing the possibility of pregnancy. 
This, of course, was done only in the presence of the 
conditions requisite for safety of the test, and one 
week after completion of the menstrual period. We 
do not feel, however, that pregnancy occurred sooner or 
in a greater number of cases than it would have 
occurred if the patency test had been done indepen- 
dently. We believe that the procedure is a safe one, 
provided the semen specimen is free from pus and 
hacteria, and no purulent endocervical secretion is 
present. There were no ill effects in approximately two 
dozen tests made in this manner. 

Rubin has described the various phases of tubal 
patency so completely and has recorded his vast experi- 
ences so lucidly that we hesitate to devote much space 
to the subject. The question of the interpretation of 
tubal obstruction, however, merits some discussion. 
When the fallopian tubes prove patent on being tested 
with carbon dioxide, a characteristic graph is obtained 
(fig. 1) with the kymograph, or a subdiaphragmatic 
pneumoperitoneum may be observed with the fluoro- 
scope. Shoulder pain usually ensues when the patient 
arises, but reliance on this symptom is not advisable. 
Neither should one rely on auscultation. When, how- 
ever, there is obstruction to the flow of gas, the mercury 
manometer will show a gradual and steady rise to 
200 mm., the advised limit of safety, and a different 
graph is obtained (fig. 2). This observation on a single 
test, however, does not necessarily signify a pathologic 
obstruction. Repeated patency tests with the utilization 
of antispasmodic drugs advised by Meaker many years 
ago have proved most useful in eliminating some of the 
spastic obstructions. The use of radiopaque oils, how- 
ever, has done even greater service, for with the aid 
of an iodized oil one may observe fluoroscopically or 
record roentgenographically the filling or the failure to 
fill of one or both fallopian tubes. 

We do not feel, as does Rubin, that the site of tubal 
obstruction can be positively located by the site, severity 
and radiation of pain. A great variation in sensibility 
exists among women, and often unreliable conclusions 
are drawn from the patient’s complaint of pain. In 
eleven cases in this series, curves characteristic of 
bilateral tubal obstruction were obtained, but on repe- 
tition of the test by the instillation of iodized oil the 
fallopian tubes were found patent. Again, three cases 
in which patency was proved satisfactory with gas, and 
a transuterine pneumoperitoneum was induced, showed 
an apparent cornual obstruction to iodized oil. These 
are typical cases of cornual spasm. True bilateral 
obstructions can be definitely proved only on pro- 
longed and repeated observation after instillation of 
iodized oil and after films taken at intervals over a 
twenty-four hour period. Spasm is initiated, as a rule, 
in the uterine cornua rather than in the tubal isthmuses. 
Evidence of asynchronous contraction of the uterine 
cornua and fallopian tubes is shown in cases of apparent 
unilateral obstruction (fig. 3) which on subsequent test 
or on laparotomy are found to be patent (fig. 4). 

The use of pelvic roentgenograms taken after com- 
bined pneumoperitoneum and instillation of iodized oil 
often clears up the diagnosis in cases of questionable 
results by revealing a pathologic mass in one or both 
adnexa, or by clearly showing normal adnexa in cases 
of spasm. A complete discussion of the interpretation 
of roentgenograms by this method has previously been 
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published by one of us.'* From our experience with 
diagnostic pneumoperitoneum (600 cases in nine years), 
we would urge its more frequent use as an aid to 
gynecologic diagnosis. When this method is used in 
combination with the instillation of iodized oil, a maxi- 
mum of information concerning the pelvic status may 
be obtained on the roentgen film, exceeded only by that 
obtainable at laparotomy. We have frequently checked 
up the roentgen observations, utilizing the combined 
method with those revealed at subsequent laparotomy, 
and have thus proved the accuracy and value of such 
films. On the other hand, we have often revealed a 
normal pelvic status on the roentgen film, obviating the 
necessity of laparotomy in cases of suspected pathologic 
changes. This procedure has practically eliminated the 
exploratory laparotomy in our practice. Underdevelop- 
ment and maldevelopment of the genital tract have been 
accurately demonstrated by us by this means; we have 
observed arcuate, bicornate, septate and double uteri, 
differentiated by means of the instillation of iodized oil 
and often associated unilateral and bilateral ovarian 
swellings which were clearly visualized by the pneu- 
moperitoneum. 


SURGICAL TREATMENT OF STERILITY 

Of a total of 300 women examined for sterility in 
this series, 80 were treated more or less surgically 
(table 2). By far the greatest number were treated 


TABLE 2.—Surgical Treatment | m | Ste rility Group (Female) 


Type of Treatment Cases 
21 
Dilation of hymen and vagina under anesthesia.............. 2 
Removal of complete vaginal 2 
2 
Posterior colpotomy for abscess... 1 
Hysterectomy (calcified 
Iiysterectomy (irreparable q 

Tubo-ovarian disease 7 
Tubo-ovarian disease (bilateral)....................... 3 
(4 with hysterectomy) 


in the office, for the cure of chronic endocervicitis. We 
have employed the method of Dickinson, linear cauteri- 
zation, with entire satisfaction, using a fine platinum 
loop about 1 inch in length, at cherry-red heat. Occa- 
sionally, cauterization required repetition after “our or 
six weeks, and rarely there was troublesome bleeding 
after the cautery treatment. The end-result was 
extremely gratifying, leaving a normal appearing cervix, 
free from purulent discharge. 

We wish to call attention to the fact that the operation 
of dilation and curettage appears only twice on our 
list, and in both instances it was indicated by the pres- 
ence of cervical polypi. In no case was the operation 
performed empirically as a curative measure. Uterine 
suspension was done only once in this series, although 
retroversion was found in eighteen cases. We do not 

14. Stein, I. F.: Surg., & Obst. 42:83 (Jan.) 1926; S. Clin. 
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feel that uterine displacement is an important cause of 
sterility. If the postcoital test reveals that the cervix 
is not inseminated, then correction of the malposition 
is indicated. Postural treatment and pessary insertion 
prove satisfactory in a good proportion of cases. Plastic 
resection of the ovary was done in six instances in which 
one or both ovaries were found cystic. In .one of these 
patients bilateral polyevstic ovaries were resected after 
failure of organotherapy and dietary management. This 
woman was 25 years old, had been married four years, 
and was under treatment for sterility for almost a year. 
Transuterine pneumoperitoneum, after successful 
patency test, revealed the fact that each ovary was 
almost the size of the uterine fundus and was irregular 
in outline. Menstruation had always been scant and 
irregular. At laparotomy the cystic portion, about three 
fourths of each ovary, was removed by wedge-shaped 
resection, and subsequently a course of female sex 
hormone was administered. Coitus was resumed two 
months after operation, and pregnancy occurred three 
months later. ‘The patient delivered an 8 pound baby 
at term. 

More or less skepticism has been shown on the part 
of conservative gynecologists concerning the advisa- 
bility of performing salpingostomy in cases of closed 
fallopian tubes. After careful selection of cases, we 
performed this operation on five patients in our series 
(table 2). Pregnancy occurred subsequently in two of 
these patients (one and two years after) and was 
carried to full term in each instance. In none of the 
patients on whom we performed salpingostomy was 
tubal pregnancy observed, but in one patient under our 
care who had had a salpingostomy elsewhere and had 
delivered one normal full term child since the operation, 
a tubal pregnancy developed. If the tubal closure is 
fimbrial and due to old perisalpingeal adhesions, and the 
tubes are otherwise normal, salpingostomy is likely to be 
successful in about 10 per cent. This operation, how- 
ever, should be undertaken only after the male partner 
has been found to be virile. After salpingostomy the 
tubes should be tested with gas or iodized oil at intervals 
to prove that they remain open. Other surgical pro- 
cedures devised to obviate bilateral tubal obstruction, 
such as ovarian and tubal transplantations into the 
uterus, are usually failures and may prove disastrous. 


MEDICAL TREATMENT 


Another group of patients were treated essentially 
medically. These were the obese women, those with 


hypoplasia, amenorrhea or hypomenorrhea and those 
with nutritional disturbances. In the treatment of our 
patients we have emphasized the use of foods essentially 
rich in vitamin E, but we wonder how much value such 
a diet has in the human adult. There is no doubt of 
its value in experimental animals. In some of the 
obese patients having normal metabolism we have fol- 
lowed Meaker’s advice to increase the amount of pro- 
tein in the diet, with some success. 

Patients complaining of amenorrhea and hypomenor- 
rhea, whether they were associated with obesity or not, 
have been treated in the past with various endocrine 
substances with but little favorable result. More 
recently we used the female sex hormone preparations 
with a hope of success in this class of patients. The 
tablet form first used, by mouth, yielded no appreciable 
result. In the past year we have used a preparation of 
female sex hormone in ampules, each representing 100 
mouse units (Allen and Doisy standard) administered 
intramuscularly in thirty-five women. Of twenty-eight 
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of these in whom the essential complaint was amenor- 
rhea, eighteen responded with more or less regular 
menses, four failed to menstruate, and six failed to 
report the results. Several of the women who 
responded to therapy with the female sex hormone had 
previously failed with ovarian, pituitary, corpus luteum, 
thyroid, estrogen, and other glandular extracts. One 
of them had taken roentgen therapy of the ovaries six 
months previously without result, Of the seven cases 
of uterine hypoplasia associated with hypomenorrhea or 
amenorrhea, five responded with increased menstrual 
function and a palpable increase in the size of the 
uterus. 

Ten patients in this series coniplained of sterility in 
addition to amenorrhéa, and five of these have become 
pregnant after treatment with the preparation of the 
female sex hormone. In these cases pregnancy was 
not recognized until two or three menstrual periods had 
lapsed, and the hormone treatment had been continued 
in pregnancy. They were first looked on as failures to 
relieve the amenorrhea, for the patients suffered no 
nausea or vomiting or other usual symptoms of early 
pregnancy. The breasts were slightly enlarged, but 
this symptom is commonly observed when using 
glandular preparations. Because of complete absence 
of nausea in these women who were previously treated 
with the hormone, the latter was given in daily doses of 
two ampules (200 mouse units) to five patients suffer- 
ing with severe hyperemesis. In four cases the relief 
was strikingly prompt, a result we never observed when 
using corpus luteum. Although we realize that this 
represents a small series, from which definite con- 
clusions may not be drawn, we do feel encouraged by 
our results, and we believe that the newer preparations 
of the female sex hormone are deserving of further 
trial. 

PREGNANCY AFTER STERILITY INVESTIGATION 

There can be no doubt that the patency test is of 
therapeutic as well as of diagnostic value. Of the fifty- 
seven matings classified by us as infertile, fifteen, or 
26.3 per cent, of the women became pregnant after the 
patency tests, without other than dietary treatment and 
instruction in sex habits. Many of these conceived so 
promptly after proving patency of the tubes that the 
results must be credited to the insufflation. Others, 
again, conceived only months or more than a vear after 
the test. These could not fairly be ascribed to any 
direct effect of the patency test. In some cases in which 
we found both of the couple competent but learned that 
the sex act had become more or less a matter of indif- 
ference and of infrequent occurrence, we have advised 
the reading by the husband and wife together of certain 
works on sex hygiene. ‘These books serve as erotic 
stimulants by vividly portraying in detail the sex act, 
various postures for its performance, and even per- 
verted practices, the adoption of which some of the 
authors recommend. Although the description of the 
latter is unnecessary and is revolting, and its inclusion 
in works on sex hygiene is regrettable, these books do 
serve a useful purpose in selected mating, despite this 
objectionable feature. In a small percentage of couples 
in our series we believe that the sexual awakening 
caused by the reading of carefully selected books on 
sex hygiene resulted in a greater interest in sexual 
practice, increased libido, increased frequency of 
orgasm and, shortly, in pregnancy, One of the couples 


mentioned had been married ten years without concep- 
tion and had undergone repeated sterility investigations 
Shortly after 


under various specialists without effect. 
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sex instruction was given by us the couple interested 
themselves in sex literature, and pregnancy occurred. 
According to most authorities, about 10 per cent of 
all matings are barren. The 300 couples analyzed in 
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reveals a high proportion (26.3 per cent) of fertility 
in the group usually classed as sterile. Fifty of the 
pregnancies carried to full term, and five patients are 
in the first half of pregnancy at the time of this writing. 


this study fall into this class. As a result of our Only three patients (5.17 per cent) aborted. 
Years 
Primary Sterile or Diagnosis Treatment Conception 
or Since Last ——— After 
No. Age Secondary Pregnancy Female Male Female Male Treatment Termination 
1 33 Primary 11 Hypoplasia; obesity Normal Pateney; organo- None 5 years Abortion, 
therapy 10 weeks 
2 23 Primary 4 Hypoplasia; obesity Normal gine A organo- None 3 months Term 
erap 
3 20 Primary 2% Suppuration of appen- Normal Pateney; organo- None 6 months Term 
dix drainage 
4 28 Primary 2 Oy ate cyst Normal Removal of eyst None 12 months Term 
5 31 lrimary ll Obesity: retroversion Aspermia: None None 2 months Term (hus- 
atrophy cf 
estes 
6 2s Primary 3 Fibroids; perisalpingitis Normal ee | bilat- None 1% years Term 
salping 
my: iodized oil 
7 27 Primary 1 Not made Oligospermia 4/10, 29 None L. P. 7/24/29 Term 
(i month) 
s $2 Primary 1 Barth. eyst; endocer- Normal pre pone excision None 1 month ‘Term 
vicitis cyst 
9 25 Secondary 2 Endocervicitis; perisal- Normal Gilliam suspension; None 2 years Term 
pingitis: retroversion salpingostomy 
10 6 Primary 3 Endocervicitis; obesity Normal Cautery; endocrine None 2 months Term 
patene 
11 26 Primary 1 Endocervicitis Normal Cervix patency None 5 months ere 
-3 months 
12 34 Primary 16 Previous curettage Oligo- None Thyroid and 2 months Term 
necrosper- prostatic 
mia; obesity massage 
15 22 Primary 2 Obesity; amenorrhea Normal Organotherapy None 1 month Term 
14 30 Primary 7 Endocervicitis Normal Cervix patency None 2 years Term 
15 30 Secondary 2 Endocervici Normal Cautery patency None 7months Term 
16 25 Primary 1 Unilateral hydrosalpinx Normal — al hydro- None 3 months Term 
salpin 
17 22 Primary 2 Obesity; hypoplasia Normal Organotherapy one 9months Term 
1s 2 Primary 6 Hypoplasia; amenorrhea Chronic Endocrine patency G. U. treat- 3 years 5-6 months 
vesiculitis ment pregnant 
19 26 Primary f Endocervicitis ormal Cautery patency None 3 months erm 
20 35 Secondary Previous salpingostomy Normal None 2months Ectopic 
21 26 Primary 3 Endocervicitis Normal Cautery patency None 2months ‘Term 
22 25 Primary 5 Intact hymen Normal Perineotomy None 3 months erm 
23 20 Primary 1 Amenorrhea; Shus. Normal Female sex hor- None Menstruation Term 
one once after five 
ampules 
24 24 Primary 4 Obesity; amenorrhea; Normal Diet; bilateral resee- None f mos. after Term 
dilation; ovarian cysts tion of ovaries; operation; 
female sex hor- female sex 
mone ormone 
25 31 Primary 10 Normal Oligospermmia None avowe of 2 months Term 
rostate 
ya Secondary 4 Obesity Normal Patency; organo- fone 5months Term 
Trapy 
29 Primary 614 Previous D. and C. Normal Patency 5/8/30 None P. Term 
months 
28 9 Secondary 3 Previous ectopic gesta- Normal Patency None 4months Term 
tion with fever 
29 °o3 Secondary 2 Retroversion Normal Vaginal pessary None 2months ‘Term 
after cor- 
rection 
30 23 Primary 2 Vaginismus Normal Sex instruction None 1% years Term (twins) 
dilation of v 
31 26 Primary 4 Endocervicitis Normal Cautery patency None 6months ‘Term 
39 oT Primary 1 Double uterus and Normal Removal septum None lmo. after Term 
vagina vagina; iodized oil operation 
33 31 Primary 3h, Fibroids Normal Pateney 11/21/29 None L. P.1/31/30 Term 
2 months ° 
34 28 Primary 3 Retroversion Normal Patency; sex in- None 2months Term 
struction; diet 
35 30 Secondary 3 rou operations; Normal Repeated patency None 1 month Term 
abortion 
36 2% Primary ou, Obesity; endocervicitis Oligospermia Endocrine cautery Prostatic 8months ‘Term 
and necro- massage 
spermia : 
37 26 Primary 2 Intact hymen Normal Perineotomy None 2months Term 
Ss 22 Primary 3 Amenorrhea 6 months vormal Female sex hor- None No result Term 
mone; X-rays from roentgen 
therapy; preg 
naney during treat- 
ment with female 
sex hormone 
39 22 Primary 3 Vaginismus Normal Dilation of vagina None 2months ‘Term 
40 2 Secondary 5 Retroversion Normal Posture; patency; None & months Term 
41 27 Secondary 3 Obesity; endocervicitis Oligospermia exercise 
Organotherapy; Thyroid 1mo.;hus- 2% months 
cautery band treated pregnant 
with thyroid 
2 29 Primary 2 Amenorrhea Norma) Female sex hormone None 2 months Term 
42 an Secondary &14 Amenorrhea 5 months Normal Female sex hormone None 


investigations and treatment, conception occurred in 
approximately one fifth (19.3 per cent) of the cases, 
which represents fifty-eight pregnancies. 

Forty-three of these were in patients in the sterile 
and fifteen in the infertile group. The latter figure 


lI month Term (twins) 


The pregnancies referred to include only a single 
gestation after the completion of the sterility study. 
There were, in addition, five patients who had more than 
one pregnancy after completion of the tests, and in 
one patient tubal pregnancy developed while she was in 
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our care. This woman had had a salpingostomy pre- 
vious to our investigations and had given birth to a 
full term child since the operation. One pregnancy 
included in our series occurred after a three year 
period of sterility following a tubal pregnancy. 


SUMMARY 


1. Three hundred couples presenting sterility prob- 
lems have been examined and treated, and the results 
are analyzed. The importance of a rational sequence 
of investigative procedures is stressed. 

2. We have excluded from the diagnosis of sterility 
all couples who meet with the fundamental requisites 
of- fertility even though married three years or more. 
These were grouped under the classification of infer- 
tility. 

3. Female causes were found in 89.4 per cent, male 
causes in 28.8 per cent, and both male and female in 
18.1 per cent of the sterile matings. 

4. The outstanding female causes were obstructions 
of the fallopian tubes, chronic endocervicitis, and 
uterine underdevelopment. Pathologic conditions lead- 
ing to aspermia and necrospermia were chiefly the male 
faults. 

5. Tubal patency tests were carried out in 206 women 
in this series. In the infertility group they were done 
in 100 per cent and in the sterility group in 61.3 per 
cent of cases. The interpretation of apparent tubal 
obstruction is discussed and the value of roentgeno- 
grams, combined uterosalpingography and pneumoperi- 
toneum being used, is emphasized. 

6. In the medical treatment of sterility one new 
substance has been found of value; namely, a prepara- 
tion of the female sex hormone. 

7. The surgical treatment of sterility has undergone 
complete revision. Linear cauterization for chronic 
endocervicitis was the most frequently used method in 
our series. Salpingostomy was done in five cases, care- 
fully selected, with subsequent pregnancy in two. 

8. Pregnancy occurred in 58 women after our investi- 
gation and treatment, or 19.3 per cent for the entire 
series of 300 women. In those grouped as infertile 
matings, pregnancy resulted in 26.3 per cent and in the 
sterile matings in 17.3 per cent. 

310 South Michigan Avenue. 


ABSTRACT OF DISCUSSION 

Dr. I. C. Rupin, New York: In spite of a demonstrable 
generative impotence of the husband, the question is sometimes 
raised by the wife for reasons entirely her own as to whether 
or not she may be suffering from some obstacle to conception. 
In such instances there can be no objection to insufflating the 
tubes and pursuing the investigation as completely as possible. 
There are many cases in which the investigation cannot be 
complete, for reasons already stated by the authors. In a series 
of over 3,000 in my sterility cases, 1,034 presented conditions 
contraindicating insufflation. An idea of the functional status 
of the tubes can be obtained in the ordinary routine performance 
of tubal insufflation, with the aid of the kymograph. Some of 
the slides that were shown demonstrated this. We have not 
only established the factor of tubal nonpatency or of tubal 
patency in these cases, but we have also learned to recognize 
what is normal patency, which is tremendously important, | 
think, in an investigation of the sterile mating. In a series of 
2.136 cases in which insufflation was done, pregnancy occurred 
in 216 of my primary sterility group and in 134 of the secondary 
sterility group. If the nonpatency cases in both groups, i. e., 
337 cases, are omitted, there is a pregnancy incidence of 20 per 
cent in the primary sterility group and of 24 per cent in the 
secondary sterility group. I agree with Drs. Stein and Leven- 
thal that the time interval generally accepted as designating a 
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sterile marriage is perhaps too arbitrary. This is particularly 
true in the cases of elderly couples who cannot lose much time 
in seeking aid and getting it. In the cases with amenorrhea, 
! have had to resort to roentgen treatment by fractional doses. 
In a series of fifty-five cases I have had twenty-six pregnancies. 
Drs. Stein and Leventhal may be congratulated on the results 
obtained in such cases by the use of the newer hormonal 
extracts. If their results can be reproduced by others, we shall 
be in possession of a specific hormonal remedy which has been 


long awaited in this class of functionally depressed sterile 
women. 


Dr. Puivie H. Evanston, I frequently find 
that patients are surprised to learn what constitutes the routine 
investigation of sterility and that the observation may take 
weeks, months, perhaps a year or two years. For that reason 
I have found useful a small card of printed instructions, given 
to the patient on the first visit, briefly outlining about what I 
expect to do and what I expect of each member of the union. 
This seems to stimulate interest, and the patient knows what 
to expect. I believe with Drs. Stein and Leventhal that too 
much stress cannot be placed on the postcoital test. The 
presence of active, motile spermatozoa of normal morphologic 
structure in the cervical canal can leave little doubt as to the 
competence of the male. However, in a certain number of 
cases in Which there are no demonstrable pathologic changes 
and in which the tubes are patent, as demonstrated by the 
insufflation test, I believe one is correct in presuming that the 
male has a lowered fertility, and I like to make a study of his 
specimen myself. Finding it abnormal, I refer him to the 
urologist for treatment. Instructions as to diet, exercise, sexual 
activity, I like to give myself. I believe that these instructions 
are of great importance in cases of lowered fertility. The 
injection of iodized oil is highly beneficial in cases in which 
the diagnosis is a little obscure, and in the presence of tubal 
obstruction it will definitely locate it. However, I believe it 
should follow the third, certainly the second, insufflation test 
because of the added information to be gained by repeated tests 
and because of the therapeutic value of the test. Foci of infec- 
tion in the teeth, tonsils, sinuses, and so on play an important 
part in abortion and the toxemias of pregnancy, and they may 
have something to do with puerperal fever. I don’t believe it 
is wrong to assume that they play an equally important part in 
sterility in a great many cases.. One of the earliest steps one 
should take is to have these foci carefully checked. I do not 
believe that salpingostomy should be resorted to as a means 
of curing sterility except, as stated by Dr. Curtis, in cases in 
which the motive for operation is relief of pain or distress. 


Dr. CHARLES Mazer, Philadelphia: Amenorrheal and 
irregularly menstruating women are admittedly of low fertility. 
Regularly menstruating sterile women in whom one cannot find 
an ascertainable cause for the existing sterility present a problem 
in diagnosis. These women, as a rule, do not show evidence of 
genital hypoplasia. In order to eliminate an endocrine factor, | 
have subjected forty-two of these patients to a premenstrual 
curettage and have simultaneously abstracted 80 cc. of venous 
blood to ascertain the level of female sex hormone. The test 
was performed in duplicate. Twenty-five of these regularly 
menstruating sterile women did not show any microscopic 
evidence of a nidatory endometrium; and only four of the 
twenty-five showed a demonstrable quantity of female sex 
hormone in the blood. The lack of the nidatory endometrium 
in these women is indicative of faulty luteinization. Some of 
the patients presented stigmas of an existing endocrinopathy. 
The majority, however, appeared normal. The close relation- 
ship between a negative Frank and Goldberger test and an 
absence of the nidatory endometrium in this class of women 
shows that there is no actual need to perform a premenstrual 
curettage; the Frank and Goldberger test when performed in 
duplicate is apparently sufficient in the diagnosis of endocrine 
sterility in regularly menstruating women. 


Dr. Raymonp E. WarkINs, Portland, Ore: The authors 
state that 36 per cent or thereabouts of the patients were sterile 
because of inflammatory conditions in the pelvis. Another 
statement regarding these inflammatory conditions or, rather, 
the occlusions of the lumen of the tube was that the occlusion 
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occurred in the interstitial portion of the tube in the majority 
of the instances according to the injection of iodized oil. Last 
year, in a study of fifty fallopian tubes removed at the time of 
operation, it was found that the majority of inflammatory 
occlusions occurred in the isthmian portion of the tube rather 
than in the interstitial; that the next largest proportion was in 
the interstitial, and the fewest in the fimbriated portion of the 
ampullar part, or the fimbriated end of the tube. The type of 
the occlusion was usually a circular constriction due to an 
inflammatory reaction of the tube as a result of the infection. 
In gonorrhea there is a tendency for the infection to extend 
below the mucosa, not only destroying the mucosa but extending 
into the musculature, producing small abscesses. The latter 
were demonstrated by the injection of bismuth into the tube, 
showing multiple diverticula running down into the healed 
abscess cavities in the musculature. As a result of this infec- 
tion there is the formation of a good deal of scar tissue, which 
secondarily contracts, producing the constriction or occlusion. 
I am discussing this phase of the subject largely to show the 
futility of attempting to overcome the obstruction in the isthmian 
portion of the fallopian tube by operation. Operative procedures 
do little or no good. Time is the great element here in the cure 
ot these infections. Any one who has watched these women for 
a period of time knows that eventually a few become pregnant 
but not a great many. The postabortal infection is a different 
type. It affects the peritubal structures and the cellular tissue, 
and is not a mucous membrane destroyer. It sometimes pro- 
duces external adhesions that will constrict the fallopian tube 
and obstruct its lumen. If the fimbriated end of the tube can 
be gently opened by the use of the hemostat or blunt instrument, 
provided the interstitial and isthmian portions are patent and 
can be carefully spread apart, I think this procedure offers 
considerable hope of overcoming the obstructing lesion. 


THE SURGICAL TREATMENT OF 
URINARY INCONTINENCE 
IN THE FEMALE * 


NORMAN F. MILLER, M.D. 
Professor of Obstetrics and Gynecology, University of Michigan 
Medical School 


ANN ARBOR, MICH. 


Progress in the treatment of urinary incontinence of 
the female is essentially a story of surgical growth and 
development. Beginning in the eighteenth century with 
crude operations for the correction of vesicovaginal 
fistulas, the scope of this type of plastic surgery has so 
broadened that today most of the congenital and 
acquired bladder deformities are successfully treated by 
surgical means. 

From a practical point of view, it would seem desira- 
ble to eliminate methods which appear to be basically 
unsound and encourage refinement and use of opera- 
tions already proved. 

Regardless of the explanations given by the origina- 
tors of the various operations, investigation fails to 
indicate convincingly on just what the successful result 
depends. Continence following repair of the torn or 
relaxed internal bladder sphincter may simply be 
matter of narrowing the urethral lumen. Success 
following plaiting of the pubovesicocervical muscle 
sheet (external sphincter) has been attributed to 
replacement of the sagging urethra and bladder. Like- 
wise, relief following the use of muscle transplant 
operations is not necessarily dependent on continued 
function of the transplanted muscle, for it has been 


* From the Deperteent of Obstetrics and itietiaen State University 
of Iowa College of Medicine, lowa City. 

* Read hefore the Section on Urology at the Eighty-Second Annual 
Session of the American Medical Association, Philadelphia, June 11, 1931, 
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demonstrated that satisfactory results may follow the 
use of fascial strips without muscle. 

In attempting to eliminate the less desirable operative 
procedures, this unsettled situation must be taken into 
consideration ; consequently, for purposes of this paper, 
the selection is based primarily on functional improve- 
ment following the use of different operations. 

Before the surgical treatment of urinary incontinence 
is discussed further, it is important to consider its 
etiology. In some patients the cause is quite obvious 
while in others diligent search may fail to place the 
responsibility. In general, the more common causes are 
thought to be congenital malformations of the lower 
urinary tract, acquired or congenital weakness of the 
sphincter muscles, and injury to the neuromuscular 
apparatus responsible for bladder control. Since suc- 
cessful surgical correction is fundamentally dependent 
on a thorough understanding of the cause, every effort 
should be made to uncover the responsible factors. To 
this end the history, particularly the time of onset, 1 
important; but the patient’s statements should not be 
depended on too much. Examination should include 
thorough study of the urinary tract as well as roentgen 
examination of the lower spine. The presence of spina 
bifida occulta or other maliormation of the lower spine 
should always be viewed in the light of possible cause 
and effect relationship. Only by careful study may 
small fistulas, aberrant ureters and spinal cord lesions 
be discovered and appropriate treatment advised. It 
must also be remembered that there may be considerable 
overlapping of the ordinary enuresis of childhood and 
true urinary incontinence. Because of the many con- 
ditions presumably responsible for incontinence and in 
order to delimit the scope of this paper, it must be 
pointed out that the term incontinence as here used 
applies only to leakage from an intact urinary tract. 
Consequently, exstrophy, epispadias, aberrant ureters 
and acquired urinary fistulas will not be considered at 
this time except so far as patients so afflicted fail to 
become continent after operative correction of the 
primary lesion. With this understanding, the causes 
of urinary incontinence may be divided into three 
groups, thus: 

Group 1.—Incontinence Due to Congenital Absence 
or Weakness of the Control Mechanism.—Incontinence 
persisting after the surgical correction of congenital 
bladder defects belongs in this group. With improve- 
ment in operations for the correction of bladder mal- 
formations, this group will tend to disappear, most 
surgeons realizing that control is just as important as 
restoration of the deformed viscus. Congenital absence 
or weakness of the sphincter muscles unaccompanied by 
other urinary tract disease is uncommon and accounts 
for but few cases. 


Group 2.—Incontinence Due to Local Trauma with 
Impairment of the Control Mechanism.—In this group 
are included such common causes as parturitional 
injuries to the bladder sphincters, sagging of the 
urethra,’ loss of muscle tone, and senile changes. All 
degrees of incontinence are noted. In older women 
slight incontinence at the time of straining, coughing or 
sneezing is so common as to be ignored by the patient. 
Indeed, unless they are specifically questioned concern- 
ing this symptom, the true state of affairs may pass 


iit (On Diurnal Incontinence of Urine in Women, J. Obst. 
& bay Brit. Emp. 30: 358-365 [Autumn] 1923) and Watson (Imper- 
fect Urinary Control Following Childbirth and Its Surgical Treatment, 
Brit. M. J. 2: 566-568 [Sept. 27] 1924) feel that sagging of the anterior 
portion of the urethra is one of the most important factors responsible 
for urinary incontinence. 


iV 
19 


Votume 98 
NumsBer 8 


unnoted. Local injury at the time of parturition is 
considered the most common single cause of this 
deplorable condition. The symptom may appear imme- 
diately after confinement or may come on gradually 
aiter a period of years. The fact that a multipara 
may go for years before there is any evidence of leak- 
age suggests loss of muscle tone, with advance in years 
as a contributing facior. 

Group 3.—IJncontinence Due to Lesions of the Ner- 
vous Mechanism Involved in Bladder Control.—The 
relationship between incontinence and certain cord 
lesions, whether injury, tumor, deformity or infection, 
has long been recognized. ‘The hope for cure in these 
cases lies in correction of the cord condition, but when 
this is impossible, use of one of the operative procedures 
to be described may contribute greatly to the patient's 
comfort. 

While the understanding of the nervous mechanism 
controlling the bladder sphincters is far from complete, 
the possibility of local nerve injury at the time of 
confinement sufficient to interfere with normal control 
deserves more than passing mention. The principal 
nerves to the bladder come from the second, third and 
fourth sacral nerves and from the sympatheties. After 
intermingling in the hypogastric plexus they follow the 
course of the ureters to reach the bladder. In addition, 
an automatic nerve control mechanism within the blad- 
der itself is suggested by experimental work. Thus 
Rose and Deakin*® point out that emptying of the 
bladder may be related intimately to the quantity of 
urine in the bladder, and, according to Kretschmer,* von 


Fig. 1.—A, rectus fascia; B, pyramidalis muscles. 


Zeissle has pointed out that the dog bladder isolated 
from all nerve connections is still able to hold and expel 
urine. Consequently, it is not beyond the range of 
possibility that, with so much of the control mechanism 
centered 1 in or near the bladder, trauma incident to 


D. K. ad Deakin, The Cystometric Diagnosis of 
e Ge Nervous System Syphilis: A New Appreciation of the Term 
“Neurogenic Bladder,’’ Am. J. Syph. 13: 371 (July) 1929. 
3. Von Zeissle, cited by Kretschmer, H. L.: The Anatomy and Physi- 
ology of the B % bm ~ 12, in Lewis, Dean: Practice of Surgery, 
Hagerstown, Md., . Prior Company 8: 27. 
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confinement may in some instances be sufficient to cause 
local damage to the nervous control mechanism. Proba- 
bly no amount of sphincter plaiting will correct the 
incontinence in these patients, and the fact that it does 
persist after repeated operations of this sort, all of 
which showed satisfactory surgical union, tends to 
corroborate the idea of local nerve injury. At any rate 
this possible relationship warrants further considera- 


Fig. 2.—Partial splitting of muscle-fascia strip: A, urethra; B, vagina. 
tion Dy the scientifically imelined as well as the prac- 
tically minded surgeon. It suggests the inadvisahility of 
repeated plastic operations on the sphincter in the same 
individual, and tends to establish the rationale of muscle 
transplant when local nerve injury is suspected. 


OPERATIVE PROCEDURES 

Many operations suggested have not had _ sufficient 
trial to establish their worth. As a rule the more 
successful procedures are based either on sphincter 
tightening or on muscle transplantation. Other methods, 
though ingenious, are still in the experimental stage and 
their place in the treatment of incontinence remains 
to be determined. Judging from available records of 
successful results, the preferred methods may be 
classified as follows: 


1. Plastic operations on the bladder sphincters: 
(a) Extravesical. 

(b) Intravesical. 

2. Muscle transplant operations: 

(a) Rectus abdominis with or without fascia. 
(b) Pyramidalis muscle with rectus fascia. 
(c) Levator ani muscles. 

(d) Gracilis muscle. 

(e) Other muscles. 


By the operations included in group 1, it is hoped to 
restore continence through repair, plaiting or tightening 
of the traumatized and relaxed bladder sphincters. 
Most operations of this type are of the extravesical 
type. They may consist in simple tightening of the 
internal sphincter at the bladder neck, as described by 
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Kelly and Dumm * in 1914, or in plaiting of both inter- 
nal and external sphincters, as described by Edward L. 
Young *® in 1922. When there is considerable relaxation 
of the pubovesicocervical muscle sheet, as seen in asso- 
ciation with cystocele, a more extensive operation is 
necessary. Most of the procedures for this purpose are 
based on the principle of sphincter tightening plus 
restoration of bladder support. Sometimes the inter- 
position of the fundus of the uterus (interposition 
operation) is advisable for the satisfactory elimination 
of the cystocele and the correction of the incontinence. 
Some operators prefer the bladder approach for 
sphincter repair or tightening. For this purpose the 
technic described by H. H. Young,® Smith * and others 
has given satisfaction. My own preference is for the 
extravesical type, which has the advantage of permitting 
plaiting or tightening of both internal and external 
sphincters as well as replacement of the sagging bladder 


Fig. 3.—Muscle-fascia strips in place, split ends being around the 
urethra. 


and urethra. The vaginal approach also eliminates the 
necessity for suprapubic drainage, the importance of 
which, in my opinion, has been greatly overemphasized. 
In the majority of instances, satisfactory surgical heal- 
ing will occur with equal facility and without jeopardiz- 
ing success if an appropriate sized indwelling urethral 
catheter is used during the first week following opera- 
tion. 

Muscle transplant operations have seemingly failed 
to receive the attention they justly deserve. This 
apparent neglect is the result of unfamiliarity with 
operations of this type and perhaps a growing interest 
in ureteral implantation into the bowel. Surprisingly 
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Urinary Incontinence in the Female, J. A. M. A. 
18) 1922. 


Operation for the Cure of Urinary Incontinence, 


ur. A. M. A, 
Fes. 20, 1932 


few modern urologic and gynecologic textbooks even so 
much as mention operations of this character. It is no 
disparagement of the ureteral transplant operation to 
say that its use in the treatment of urinary incontinence 
in the female is seldom justified. Even with newer 
refinements, the margin of safety, both immediate and 
remote, is still too great to warrant its use except as a 
last resort. 

The operation first described by Goebell*® in 1910 
and later improved and popularized by Stoeckel was 
one of the first muscle transplant operations to be used 
for the cure of urinary incontinence. It consists in 
bringing strips of rectus abdominis or the pyramidalis 
muscles with rectus fascia down behind the symphysis 
to encircle the urethra. The success of this and similar 
operations is generally attributed first to the fascia and 
secondarily to the muscle. Stoeckel® and Franz ® con- 
sider persistent function of the transplanted muscle a 
matter of doubt and feel that the satisfactory results 
associated with its use are largely due to the support 
given the urethra. The question is still an open one, 
however, as evidenced by the fact that Rubsamen * 
proved persistent activity of the transplanted muscle 
four years after operation. Many modifications of the 
transplant operation are noted. Thus, Thompson *® 
transplants the rectus muscle over the symphysis pubis 
and around the vulva with satisfactory results, and a 
somewhat similar use of the pyramidalis muscle and 
rectus fascia is described in this paper. The Goebell- 
Stoeckel operation and modifications thereof have been 
used extensively and successfully. Thus, Stoeckel ?* in 
1921 reported nine cases with no loss of control years 
after the operation. Fragenheim ® reported three cases 
of incontinence of central origin improved by this 
method of treatment. 

Taussig ?* used the levator ani muscle. In future 
cases he proposes the use of the muscles from both 
sides. Similar use of this muscle is reported by Franz.° 

Deming ** successfully transplanted the gracilis 
muscle of the right leg. 


CHOICE OF OPERATION 


In patients with incontinence due to parturitional 
trauma (group 2), especially the milder forms indicated 
by partial bladder control, one of the less extensive 
sphincter plaiting operations should be tried. Generally, 
the results will be satisfactory; but in case of failure 
(nerve injury?) one of the several muscle transplant 
operations should be utilized. All too often the sur- 
geon persists in the use of plastic procedures on the 
sphincter till the patient, firmly convinced that her con- 
dition is incurable, refuses further treatment. In the 
more extensive injuries associated with cystocele it is 
quite as important to tighten both internal and external 
bladder sphincters as it is to restore the bladder to its 
normal position, a fact frequently neglected and respon- 
sible for persistent incontinence after this type of plastic 
work. 


8. Goebel, "Rudolf: Zur operativen Beseitigune der angeborenen 
Incontinentia vesicae, Ztschr. f. gynak. Urol. 2: 187-191, 1910. 

9. Cited in Latzko, W., and Schiffmann, Josef: Die Incontinentia 
urinae in Halban-Seitz: Biologie und Pathologie des Weibes 5: 1138-1161, 
part 4, 1928. 

10. Thompson, R. A.: A Case of Epispadias Associated with Complete 
Incontinence Treated by Rectus Transplantation, Brit. J. Child, Dis. 
20: 146-151 (July-Sept.) 1923. 

11. Stoeckel, W. P.: The Treatment of Incontinence of Urine in Trau- 
matic oan ‘of the Sphincter Muscle, Zentralbl. f. Gynak. 48: 17-32 
(Jan. 8 
12. i F. J.: A New Operation for Urinary Incontinence in 
Women by Transposing Levator Ani Muscles, Am. J. Obst. & Gynec. 
77:881 (June) 1918. 

13. Deming, C. L.: Transplantation of Gracilis Muscle for Incon- 
tinence of Urine, J. A. M. A. 8@: 822-825 (March 20) 1926. 


NR 
\ \ / =| | 
\ 
4 | ¥ | | 


98 
NUMBER 8 


INCONTINENCE 

Incontinence persisting after the correction of epi- 
spadias is best treated by muscle transplant, since in 
these cases there often exists an associated congenital 
weakness or absence of sphincter fibers. Colpocleisis 
and ureteral transplantation are not justifiable except as 
a last resort. The formgr is obsolete, while the risk in 
the latter, both immediate and remote, is still too great 


to warrant its use without first attempting relief by 


Ends of muscls Uf 
strip united 


Vig. 4.—Muscle-fascia strip in place. 
above and below urethra. 


Ends of muscle-fascia strip united 
other means. Some may object to this on the basis that 
the technic of ureteral transplantation is now sufficiently 
standardized to remove it from the group of hazardous 
procedures. Even if this were true the ultimate fate of 
individuals thus treated is so unsettled that the operation 
should be reserved for patients who cannot be cured by 
less extensive operations.. 

In every case greatest care should be observed in 
determining the cause of incontinence and in selecting 
an appropriate operation for its correction. By so 
doing the necessity for repeated surgery on the same 
patient will be minimized and the chances for cure 
greatly enhanced. 

While in the transplant operations the muscle of 
cheice will depend somewhat on circumstances, it seems 
that use of the rectus abdominis, or pyramidalis, if 
present, is most logical, especially in the light of the 
many successes already reported. Apparently the chief 


objections to the Goebell-Stoeckel operation are bleed-- 


ing and the excessive manipulation necessary in bring- 
ing the muscle-{fascia strips down behind the symphysis 
between the pubis and the bladder. The modification of 
this procedure, as | have successfully carried it out, 
whereby the muscle-fascia strips are carried over the 
symphysis, would seem to minimize these potential 
drawbacks without jeopardizing the chances for success. 
The extensive incision and dissection necessary in 
transplanting the gracilis muscle and the possible inter- 
ference with flexion and adduction of the thigh are 
tangible objections to this particular operation. 

The effect of subsequent pregnancy and confinement 
on the permanence of control, once it has been estab- 
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lished by surgical means, is still an open question. 
Mandelstamm '* reported no return of the symptom fol- 
lowing normal confinement in a woman treated “by 
means of the Goebell-Stoeckel pyramidoplasty, and 
Calmann '* noted continued control following torceps 
delivery in a patient similarly treated. Reports of this 
character, however, are rare; and until sufficient evi- 
dence is available to indicate the safety of delivery by 
the vagina, cesarean section should be advised. 


REPORT OF CASE 


Mary R., aged 5, was admitted to the gynecologic service of 
the University of Iowa, Oct. 23, 1930, because of complete 
urinary incontinence. According to available information the 
child was born with congenital “absence of the urethra.” This 
was corrected by Dr. Frank A. King of Benton Harbor, Mich., 
in 1927, who also planned to remedy the persistent incontinence 
at a second operation. The patient failed to return, however, 
and apparently did not seek further advice until the time of 
her admission to this clinic. 

A general physical examination revealed nothing unusual 
except some scarring over the symphysis pubis and around the 
infantile clitoris. There was moderate reddening and excoria- 
tion of the skin around the vulva due to irritation from 
continuous dribbling of urine. The urethra was intact but 
appeared toneless, suggesting the absence of sphincter fibers. A 
roentgenogram revealed a split pelvis and a small spina bifida 
occulta. The bladder capacity was 20 cc., and urinalysis was 
negative. Bladder contractility was good and there was no 
evidence of muscular atrophy. A smal! almond-sized calculus 
found in the vagina was readily removed with thumb forceps. 


\ 


Fig. 5.—Healed incision, two weeks aiter operation. 


After local treatment to the inflamed areas the patient was 
operated on, Noy. 19, 1930, as shown in the illustrations. A 
10 F. catheter was left in the bladder for seven days; following 
its removal, she was catheterized at frequent intervals to prevent 
overdistention. By December 4, the patient was completely 
continent ennegt for an occasional night wetting. 


14. Birth After Goebell- Stoeckel 
Urinary Incontinence Operation, Zentralbl. f. Gynak. 51: 1905-1916 
(July 23) 1927. 

15. Calmann, A.: Zangengeburt nach Goebell-Stoeckel’schr eae 
tinenzoperation ohne Schidigung der Blasentunktion, Zentralbl. f. Gynak. 
1: 2943-2944 (Nov. 12, pt. 3) 1927. 
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By modifying the Goebell-Stoeckel operation, extensive 
dissection and packing for hemorrhage were avoided. Further- 
more, in giving support to the urethra and anterior portion of 
the pubovesicocervical muscle sheet this factor in the etiology 
of incontinence was eliminated. 

After discharge from the hospital the patient was able to 
attend school and play as any other healthy youngster. 

In the early part of March, 1931, she was called back to the 
clinic. At that time she was completely continent during the 
waking hours but was generally damp once during the night. 
Because of an attack of follicular tonsillitis at this time it was 
necessary to admit her to the hospital until completely recov- 
ered. During her illness fluids were forced as part of the 
routine treatment for the throat condition, but no change in 
the patient's ability to control the urine was noted. Neither 
was there any increase in the nocturnal wetting. The average 
amount of each voiding was 60 cc. 

At this time it was learned that the child was not living 
with her parents but was staying with relatives, who apparently 
made no effort to teach her to use the toilet during the night. 
With time and training it is not unreasonable to expect that 
she will become completely continent. 


One might well query the cause of the night wetting 
in this patient. Perhaps the control noted during the 
waking hours is due to conscious effort and the night 
wetting to relaxation of the still incompletely trained 
muscles substituting for the natural sphincters. 


University Hospital. 


THE VALUE OF NEUROSURGERY IN 
CERTAIN VESICAL CONDITIONS * 
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Three sets of nerves reach the bladder itself, its 
sphincter apparatus and the posterior urethra. ‘Two 
of these sets belong to the autonomic system, a pathway 
derived from the thoracicolumbar outflow of the 
autonomic system, and a pathway derived from its 
sacral outflow. The former is usually termed sym- 
pathetic; the latter, parasympathetic. The remaining 
set (pudic nerves) belongs to the somatic system, and 
arises from sacral segments of the spinal cord. 

Thoracicolumbar Out flow.—The origins of the fibers 
forming the thoracicolumbar outflow are shown in 
figure 1. They are finally concentrated in the presacral 
nerve, or superior hypogastric plexus, which has a 
superticial position under the peritoneum in front of the 
last lumbar vertebra. More than half of the total 
number of fibers in the presacral nerve are medullated 
preganglionic fibers, which are chiefly the downward 
continuations of mesially directed branches from the 
lumbar sympathetic ganglions ; the nonmedullated fibers 

appear to be, at least in greater part, downward con- 
tinuations of the branches from the upper abdominal 
visceral sympathetic ganglions. Below the promontory 
of the sacrum, the presacral nerve divides into the two 
hypogastric nerves, each of which joins the correspond- 
ing hypogastric ganglion. Relatively small bundles join 
the hypogastric ganglions from the second and _ third 
sacral ganglions of the lateral sympathetic chains. 

With the cooperation of my colleagues of the Section 
on Urology of the Mayo Clinic, I have, during opera- 
tions on human beings, stimulated the presacral nerve 
with a faradic current, while a cystoscopist noted the 
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* From the Section on Neurologic Surgery, the Mayo Clinic. 
* Read before the Section on Urology at the Eighty-Second Annual 
Session of the American Medical Association, Philadelphia, June 11, 1931. 
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results. In a series of six cases, 
could be demonstrated: (1) closure of the uretero- 
vesical orifices; (2) contraction of the trigon; (3) 
contraction of the internal sphincter; (4) contrac- 
tion of the musculature of the prostate gland: (5) 
contraction of the musculature of the ejaculatory ducts 
and seminal vesicles; (6) contraction of the blood 
vessels of the trigon, and (7) sensations of pain, felt 
in the region of the bladder. In addition, by studying 
the effect of the intravenous injection of epinephrine 
on the tension in a normally innervated bladder, I was 
able to show that sympathetic nerves exert an inhibitory 
action on the expulsive musculature of the bladder. 
These nerves have been aptly termed by Rose the 
“filling nerves” of the bladder. 

The effect of division of the presacral nerve on the 
function of the bladder is to diminish the tonus of its 
internal sphincter and to increase its expulsive power. 
Because the internal sphincter later recovers some of its 
tonus, | am inclined to agree with Gaskell that the site 
of the synapse in this part of the nerve pathway is in 
the muscle itself. The synapse in the course of the 
inhibitory fibers is probably situated in the hypogastric 
ganglions. 

Sacral Out flow.—The fibers that belong to the sacral 
outflow arise from the anterior primary divisions of 
the second, third and fourth sacral nerves. In animals, 
the homologous nerves are the pelvic nerves (Langley ) 
or nervi erigentes (Eckhardt). These nerves join the 
hypogastric ganglions and probably pass through them 
without synaptic interruptions. The parasympathetic 
nerves contain fibers which: (1) initiate and increase 
the action of the expulsive musculature of the bladder 
(2) probably directly inhibit the internal sphincter; (3) 
convey afferent impulses for the micturition reflex; 
(4) convey impulses subserving such sensation as the 
bladder possesses, and (5) furnish part of the set sory 
innervation of the posterior urethra. These nerves are 
therefore the “emptying nerves” of the bladder. 

The ultimate nerves to the bladder consist of from 
eight to ten branches, which leave the anterior border of 
each hypogastric ganglion. ‘These strands contain 
fibers derived from both thoracicolumbar and _ sacral 
outflows ; the two sets are not separable after they have 
joined the hypogastric ganglions. The exposure and 
identification of the sacral outflow present so great 
anatomic difficulty that, in the rare cases in which one 
wishes to interrupt this pathway, it is best carried out 
by resection of the anterior branches of the hypogastric 
ganglions. 


the following effects 


Pudic Nerves—The pudic nerves are said to supply 
some sensory fibers to the posterior urethra; they also 
provide motor fibers fof the external sphincter. The 
functional importance of the external sphincter varies 
in the male, it has an active part in con- 
trolling the urinary stream, and after certain operations 
about the neck of the bladder may be the only structure 
which secures continence. In the female, the external 
sphincter does not appear to have the same functional 
importance, and its motor nerves may be divided with- 
out fear of subsequent incontinence. 

SURGICAL EXPOSURE OF THE 

OUTFLOW 

The thoracicolumbar fibers are most easily exposed at 
their confluence to form the presacral nerve. ‘This lies 
in front of the aortic bifurcation and the body of the 
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fifth lumbar vertebra, immediately under the peri- 
toneum, and is separated from the great vessels by loose 
areolar tissue. In structure it varices from a loose net- 
work of fibers to a solid cord. ‘The steps in the 
exposure of the nerve have been described by Cotte ° 
and others. After subumbilical laparotomy, the pos- 
terior parietal peritoneum is opened in the median 
line, over the front of the fifth lumbar vertebra; often 
the individual strands of the nerve may be seen. | 
have been in the habit of working from the ieft side to 
the right; the dissection is continued until the leit 
common iliac vein, and the right common iliac artery, 
have been isolated from all nerve filaments passing 
downward 2nd mesially. A segment of the nerve from 
3 to 5 cm. in length is then removed, and the central 
and peripheral stumps are ligatured. If it is desirable 
to interrupt the sacral rami communicantes and_ the 
paravertebral sympathetic chains also, as suggested by 
Pieri ® for cases in which relief of vesical pain is the 
primary object of the operation, these structures are 
reached by dissecting outward under the flaps of 
parietal peritoneum. When the operation has been 
completed, the posterior peritoneal incision is closed by 
a continuous suture of catgut. 


INDICATIONS FOR 
VESICAL 


SYMPATHECTOMY IN 

DISEASE 

Paralysis of the Bladder.—My original operation * 
for vesical paralysis was undertaken on the hypothesis 
that deficient emptying of the bladder, due to injury 
to the sacral autonomic outflow, might be corrected by 
interruption of the thoracicolumbar outflow, so that the 
viscus was freed from the inhibitory influence of this 
set of nerves. The results of eight suti operations have 
strengthened this hypothesis to a theory. Three opera- 
tions are so recent that only the immediate results can 
be stated; of these, one was immediately successful, one 
encouraging, and one apparently without benefit. The 
salient features of the remaining five cases are as 
follows: 


Case 1—A man, aged 36, had difficulty in emptying the 
bladder, with residual urine of about 250 cc. On cystoscopic 
examination, he was found to have a typical “cord bladder” ; 
neurologic examination traced this condition to the residue of 
infective myelitis of twelve months’ duration, located in the 
sacral segments of the spinal cord. Operation was undertaken 
on the hypothesis that as a result of injury to the sacral 
autonomic outflow there was a nervous overbalance in favor of 
the thoracicolumbar outflow, and that interruption of the latter 
pathway would facilitate the emptying of the bladder. After 
operation the patient was able to empty the bladder completely. 
A year later he returned to be reexamined; the cure was main- 
tained, and the most residual urine found at any examination 
was 20 cc. Moreover, by intravenous urography it was found 
that the upper part of the urinary tract was not dilated. 

Case 2.—A boy, aged 8 years, in 1925, at the age of 3 years, 
had an illness of sudden onset, characterized by weakness and 
ataxia of the legs and by urinary retention. After three months, 
power in the legs returned, but the weakness of the bladder 
persisted. or five years, he was catheterized three times a 
day; in 1926 residual urine for a week averaged 1,840 cc., and 
by 1930 it had increased to 2,640 cc. On examination, it was 
found that the bladder was large and atenic. The boy could not 
tell when the bladder was full, and he wet his bed at night. The 


2. Cotte, G., and Dechaume, M.: Technique et indications opératoires 
des interventions sur le sympathique pelvien (sympathectomie periarterielle 
hypogastrique; section du nerf présacré) en gynecologie, J. de chir. 
23: 653-664 (June) 1925. 

3. Pieri, Gino: 
1142 (Sept. 8) 1920. 

4. Learmonth, J. R., and Braasch, W. F. 
Nerve in the Treatment of Cord Bladder: 
Gynec. Obst. 51: 494-499 (Oct.) 1930, 
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largest ainount of urine that was passed voluntarily was 60 ce. 
A neurologic cause for the urinary retention could not be 
detected at this time. After resection of the presacral nerve, he 
rapidly and completely recovered the power of emptying the 
bladder. Two weeks after operation he could pass as much as 
250 ce. voluntarily. He no longer wet his bed, as he awakened 
when the bladder filled. A year after operation, his cure is 
maintained; he empties the bladder completely and is in excel- 
lent general health. 

Case 3.—A youth, aged 20, had had trouble with urination 
for two years; apparently the difficulty was a sequel of an 
attack of scarlet fever. He had to strain to start the stream and 
had episodes characterized by chills and fever. At the urologic 
examination, a typical “cord bladder” was found, with 240 cc. 
residual urine. As a roentgenogram showed a notch in the 
arch of the first sacral vertebra, this region was first explored; 
evidence of compression of the cauda equina was not found. 
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Fig. 1.—Anatomic diagram of nerves to the bladder. 


Five days later the presacral nerve was resected. A month 
a(ter operation, there was 20 cc. residual urine, and the expulsive 
force of the bladder was improved. 

Case 4.—A man, aged 28, had nocturnal enuresis until he was 
23. For eighteen years he had frequency and occasional burning 
on micturition. For four years he had attacks of pain in the 
left loin, like those of renal colic. On urologic examination he 
was found to have a typical “cord bladder,” with residual urine 
which varied in amount from 50 to 210 cc. The region of the 
cauda equina was first explored, and a firm fibrocartilaginous 
band at the level of the first sacral vertebra was dissected off the 
dural sac. This procedure afforded him little or no relief, and 
seven months later he returned for resection of the presacral 
nerve. Reexamination at this time showed that the amount of 
residual urine was about 120 cc. One month after operation the 
residual urine measured 20 cc., and the expulsive power of the 
bladder was improved. 

Case 5.—An unmarried woman, aged 40, had had bilateral 
pvelectasis and ureterectasis for twenty-five years, as a result 
of imcomplete emptying of the bladder. The process was 
probably of congenital origin. It declared itself in periodic 
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attacks of fever, chills, and difficulty in urinating; during these 
attacks, a large amount of residual urine was present. On 
cystoscopic examination, in addition to the inevitable cystitis, 
the ureters were found to enter the dilated bladder in such an 
oblique fashion as to cause obstruction to the downflow of urine. 
Operation was undertaken in this case, in an endeavor to 
improve the expulsive force of the bladder. In this it has 
been successful, for Dr. D. K. Rose of St. Louis, to whose care 
the patient returned, has found that the capacity of the bladder 
has been diminished, and its expulsive power increased. Some 
additional procedure may be required to deal with the abnormal 
insertions of the ureters. 


Thus two of the five patients remain cured after a 
year, and the remaining three have been benefited by 
the operations. The outlook for untreated cases of 
this type is so discouraging that less success than has 
been achieved would have justified the operations. 
Cases selected for operation must fulfil certain con- 
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The most gratifying result was obtained in the case 
of a man, aged 58, who for ten years had had increasing 
difficulty in starting the flow of urine. At first this 
could be accomplished by straining, as a result of which 
bilateral hernias developed. Finally he could urinate 
only after introducing a small quantity of hot water 
into the rectum. He himself was convinced that diffi- 
culty in relaxing the sphincter was the cause of his 
condition, and cystoscopic examination failed to disclose 
any organic obstruction at the neck of the bladder. Vari- 
ous local operations had been performed elsewhere, with- 
out affording him any relief. The result of the operation 
was immediate; even in bed he did not have any diffi- 
culty in urinating, and he felt that the “spasm” of 
which he complained had been relieved. In the second 
case, the patient had complicating factors in diverticula 
into which the ureters opened. The residual urine 


ditions. Thus, they must show evidence of injury to amounted to 150 cc. and could be passed only with 
esical Pain 
Time Since 
Nature and Duration of Operation, * 
Age Sex* Condition Operation Months Result 
29 ? Interstitial — 6 years; Resection of presacral nerve 9 Pain relieved on one side only; frequency 
capacity 250 ¢ unaltered 
40 d “ae ee cystitis 5 years; Resection of presacral nerve ~ No relief of pain or frequency 
capacity 
35 g Interstitial eyatitis 2 years; Resection of presacral nerve 7 Some relief of pain and frequency (about 40 
capacity 90 ce. ver ce 
49 J Interstitial pay 14 years; Resection of presacral nerve 7 Frequency and some urinary discomfort but 
capacity 120 ce none of the old excruciating pain; bladder 
ean hold up to 250 ce.; general condition 
‘ much improved 
3 9 Residue of tuberculous cys- Resection of presacral nerve 6 Marked relief of pain; only slight relief of 
titis 5 years; capacity 200 ce, frequency 
57 2 Inoperable rca of blad- Resection of presacral nerve 3 Satisfactory relief of pain 
5 wee 
32 roi Painful posterior urethritis Resection of presacral nerve 6 Complete relief of pain; slight diminution in 
and trigonitis 18 years; frequency 
capacity normal 
29 d Interstitial — 7 years; Resection of presacral nerve; 5 Relief of vesical pain; still has burning in 
capacity 90 e division of sacral rami urethra; frequency being reduced by over- 
communicantes and lateral! distention 
sympathetie chains 
52 ref Chronie posterior urethritis Resection of presacral nerve; 3 Little if any relief of pain or frequency 
and cystitis after prostatec- division of sacral rami 
tomy 2 years; capacity communicantes and lateral 
normal sympathetie chains 
39 g Interstitial cystitis 14% years; Resection of presacral nerve; 1k, Pain relieved; frequency much less 
capacity 280 ce. division of sacral rami 
communicantes and latera! 
sympathetic chains 
58 g 10 years; Resection of presacral nerve; 1 Pain relieved; frequency appreciably less 
100 ¢ 


city division of 


sacral 


rami 


communicantes and lateral 


sympathetic chains 


* In this column, o denotes male; 9, female. 


either the central or the peripheral part of the para- 
sympathetic pathway, in the presence of an intact 
sy mpathetic pathway ; the patient must be continent, and 
renal function must be satisfactory. All the cases 
described fulfil these conditions. In addition, I am 
anxious to test the effect of the operation in a case of 
the vesical paralysis which occasionally complicates 
removal ‘of the rectum. 

Spasm of the Neck of the Bladder—I have divided 
the presacral nerve in two cases, in which failure to 
empty the bladder seemed to be due either to hypertonus 
of the internal sphincter or to incoordination of the 
nervous mechanism which secures relaxation of this 
structure at the beginning of micturition. The operation 
seemed logical, because relaxation of the internal 
sphincter after sympathetic neurectomy had been 
observed repeatedly. In each case residual urine was 
present, although there was no demonstrable reduction 
in the expulsive power of the musculature of the 
bladder. I feel that the operation has been worth while 
in both cases. 


much straining. After operation the amount of residual 
urine was reduced, but 50 ce. was still present. Cystos- 
copy showed that the internal sphincter had regained 
some tonus, whereas the trigon and the posterior urethra 
remained relaxed. Suprapubic exploration was_ per- 
formed, but it was thought advisable not to resect the 
diverticula, as this would have involved an extensive 
reconstruction with reimplantation of both ureters. 
During his convalescence from the second operation, the 
posterior part of the internal sphincter was divided with 
a Colling knife. When normal micturition was reestab- 
lished, it was found that the patient emptied the bladder 
completely. This combination of neurectomy and local 
operation seems desirable in cases of this type. 

Vesical Pain.—For some time it has been known that 
the thoracicolumbar autonomic nerves which are dis- 
tributed to the bladder contain afferent fibers which 
communicate sensations of overdistention to the spinal 
cord. Ina study of the behavior of the bladder follow- 
ing gunshot wounds of the spinal cord, Head and 
Riddoch had pointed out that when the level of the 
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injury was such that this pathway alone connected the 
bladder with intact segments of the spinal cord, the 
patient could appreciate distention of the bladder.° My 
own observations on the effect of handling or stimu- 
lating the presacral nerves of patients under spinal 
anesthesia confirm this; in particular, in one case the 
patient stated that handling the presacral nerve with 
forceps was attended by a “crushing pain in the blad- 
der.” The first to apply this physiologic fact to the 
treatment of vesical pain was Pieri; several similar 
reports have appeared in continental literature. In 
order to include all the possible paths by which fibers of 
the thoracicolumbar outflow conveying impulses of pain 
might reach the central nervous system, Pieri® in a 
subsequent paper advocated, in addition to section of the 
presacral nerve, bilateral sections of the rami com- 
municantes passing from the sympathetic chains to the 
first, second and third sacral nerves, and bilateral divi- 
sion of the chains themselves at the level of the fifth 
lumbar vertebra. The anatomic features of this opera- 
tion are shown diagrammati- 
cally in figure 2. I have 
performed sympathetic neu- 
rectomy in eleven cases of 
vesical pain in which urologic 
measures had failed to secure 
lasting relief. The essential 
details of these cases are 
shown in the accompanying 
table. 

In six of these eleven cases, | 
operation has been worth 
while. It seems to relieve the Z 
pain of spasmodic contraction x 
of the bladder but has had AY \ 
little if any effect on urethral Z 
irritation. Frequency is not as 
a rule reduced, but after op- 
eration this symptom can be 
more effectively dealt with by 
overdistention of the bladder. Fig. 2—The fibers divided 
As yet I have been unable to in sympathetic neurectomy 
recognize the factors that Strands represent all’ possible 
make for success in some cases fympathetic paths between the 
and failure in others. All the — vous system. 
patients had been ill for long 
periods, and it is possible that the application of the 
operation at an earlier stage in the disease as part of 
the urologic treatment would be attended with more 
uniformly successful results. It would appear that 
when the operation is offered to patients with long 
standing disease, only about 50 per cent chance of 
relief can be given. Continental observers rate its 
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efficacy higher, but my experience does not corroborate 


this optimism. 
SUMMARY 

A review of the nerve supply to the bladder is 
given. 
_ The method of exposing the sympathetic nerves to the 
bladder is described. 

Sympathetic neurectomy is indicated in cases of 
vesical paralysis, in which the lesion is situated in the 
parasympathetic pathway, and the sympathetic pathway 
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is intact. The patient must be continent, and renal 
function satisfactory. 

Sympathetic neurectomy, alone or combined with a 
local procedure, has proved efficacious in dealing with 
spasmodic conditions of the neck of the bladder. 

Sympathetic neurectomy will relieve pain due to 
painful contractions of the bladder in about 50 per 
cent of cases; it does not directly relieve frequency. 


ABSTRACT OF DISCUSSION 
ON PAPERS OF DRS. MILLER AND LEARMONTH 


Dr. ALEXANDER RANDALL, Philadelphia: Dr. Learmonth’s 
presentation has many novel features. In 1912, Dr. William 
G. Spiller of the departrient of neurology of the University of 
Pennsylvania first conceived the idea of surgery to relieve pain, 
His idea was sectiouing of ine anterolateral columns of the 
spinal cord, and soon thereafter Dr. Charles H. Frazier did 
the first operation. In the subsequent years he has now per- 
formed this operation of chordotomy in over seventy cases. 
These have usually been performed for incurable malignant 
tumors, and it has been a brilliant surgical procedure. Done 
under local anesthesia, a delicate cutting of the sensory columns 
ef the spinal cord is accomplished and at the same time there 
is a constant control by the testing of the anesthesia on the 
patient. Dr. Learmonth has gone further and included the con- 
trol of the intractable conditions of the bladder as well as the 
pain from malignant tumors. It is impossible to say where 
the work will lead. The operation is one that necessitates the 
utmost dexterity. Any one who has seen it knows that its 
success depends on its completeness, and the completeness is 
one of delicate handling of small nerves. I wish to ask 
Dr. Learmonth what the rapidity of regeneration is. Sympa- 
thetic fibers can regenerate rapidly, and if one does such a 
neurectomy and then is faced with recurrence in a short time 
from regeneration one would question its value. That leads 
to a second question: Hovw often will neurectomy be done as 
a treatment of symptoms and not as a cure of the cause? I 
fear that in many cases it will be done to relieve the effect and 
not be aimed immediately at the basic, fundamental pathologic 
yrocess. 

Dr. H. W. PLAGGEMEYER, Detroit: Dr. Learmonth’s idea 
evidently is that, with a partial dysfunction of the parasympa- 
thetic or accelerator mechanism, removal of the sympathetic 
inhibitors enables the parasympathetics to function better or 
more nearly toward their normal. From previous experience 
in long-delayed recovery following certain cases of transverse 
myelitis in the army (without anything having been done), I 
am led to ask whether removal of the presacral sympathetic 
ganglion has permanent efiect. We know from Lee’s work on 
degeneration and regeneration that these sympathetic fibers 
often do not regenerate until after four or five months; in some 
cases, however, they regenerate in eight weeks. In this type 
of operation one must consider this, as these fibers do not have 
very far to go in order to end in the sympathetic ganglions in 
which they form synapses. I feel that we still have many 
more observations to make before we are sure of the total 
end-effect of the combined action of the hypogastric and of 
the pudic nerves. Although we have not tried it, it may be 
worth while, in necropsy material, to expose particularly the 
hypogastric nerves and stimulate them in the presence of the 
distended bladder soon after death. The bladder can function 
automatically after its nerves have been severed from the spinal 
cord. In cases in which the lesion is above the conus, the 
possibilities for automatism with reflexes taking place through 
the spinal cord are found. If the conus is destroyed, automatism 
even in such cases does take place and has been described by 
several authors. I should think with Dr. J.earmonth that, in 
cases with complete transverse myelitis above the level of the 
conus and in which the vesical centers of the spinal cord are 
still in good connection with the bladder, if it is true that the 
hypogastric nerves are inhibitors their removal, partial or 
otherwise, might decrease the residual urine. If it is true that 
automatism can be established on a neurogenic basis in cases 
of complete transverse myelitis, which fact is accepted, why 
could not removal of the so-called inhibitors of the bladder 


635 


636 


DISCUSSION ON 


enable the latter to function even better? Why does Dr. Lear- 
month consider complete transverse myelitis a contraindication ? 
How long does it take for the residual urine to disappear iol- 
lowing operation in cases of this classification? If long enough, 
may it not be true that the reeducation of the bladder may be 
responsible for some of the results obtained? If patients are 
operated on soon after injury to the spinal cord or to the 
parasympathetic nerves, the result may possibly be confused 
with what usually would have taken place without an opera- 
tion. Dr. Learmonth has opened up a wide field of practical 
research. 

Dr. R. W. Barnes, Los Angeles: Dr. Learmonth’s paper 
has added to our knowledge of the treatment of the neurogenic 
bladder, but the method of treatment is not available to all oi 
us. About a year ago I reported some results from the use 
of the sinusoidal galvanic current in treating these neurogenic 
bladders. It is known that some patients do not have residual! 
urine but do have a high incontinence, and some have just the 
reverse. If one can obtain a balance of tone it will help these 
patients. In my service at the Los Angeles County Farm, 
where about 250 cases of bladder disturbances are under treat- 
ment, most of which are neurogenic, we have tried the sinu- 
soidal or Morse wave current. In patients with residual urine 
and no incontinence, we use the active electrode on the supra- 
pubic region to stimulate the bladder musculature, and for those 
with little or no residual urine we use the active electrode on 
the perineum, with the inactive electrode on the dorsal region. 
We have found that by balancing these two muscle forces in 
this way we can improve the status of these patients, reducing 
their residual urine some 75 per cent, decreasing the inconti- 
nence, and making them much more comfortable. It does not 
offer a method of cure, but it does help the patient and makes 
his life more livable. 


Dr. W. F. Braascu, Rochester, Minn.: I have observed 
most of the patients whom Dr. Learmonth has operated on and 
can confirm what he said about the value of this work. Resec- 
tion of the presacral nerve is particularly applicable to the 
group m which the lesion involves the terminal nerve supply 
rather than the central nervous system. I wish to refer briefly 
to the cystoscopic data observed in these cases subsequent to 
operation. These consist usually of diminution in sensation of 
the bladder mucosa, diminution in heat and cold sensation, dila- 
tation of the blood vessels, and relaxation of the trigon. Sub- 
sequently the sensation may return to a greater or less extent, 
and the trabeculation which may have been previously present 
is usually found to be reduced or absent. As a rule, relaxation 
of the trigon and of the sphincter will persist. The infection 
in the bladder is often improved, apparently as a result of the 
increased blood supply and reduction in spasmodic contraction. 
We always employ the usual methods of local treatment of the 
bladder with interstitial cystitis before we resort to neurectomy, 
including overdistention, application of silver nitrate, and ful- 
guration. In advising neurectomy for intractable cases we offer 
the patient only a 50 per cent probability of amelioration oi 
symptoms and recovery. However, the relief from pain and 
dysuria is often so remarkable that the operation is indeed 
worthy of consideration in the treatment of these otherwise 
incurable patients. 

Dr. Ermer Hess, Erie, Pa.: 
symptomatic sort of procedure. 
has been in the control of pain, and in that way it does work. 
lf there is regeneration of these nerves some time after the 
operation has been performed (and I am sure there is), | 
believe that one of the reasons why the patient does not con- 
tinue to have pain is that the habit has been broken, as the 
result of the breaking of the nerve supply. There is a lot to 
be learned about sympathectomy. One should not rush blindly 
into an operation of this character, and | wish to emphasize 
the remarks of Dr. Braasch about trying something else first. 
] think that is exactly what one should do, but, after one has 
tried something else and the patients continue to be miserable, 
one is justified in using anything that will give symptomatic 
relief, even though one does not touch the pathologic condition. 

Dre. H. Dawson Furniss, New York: 1 think the state- 
ment that these women are very miserable was not overempha- 
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sized. | have operated on thirty with the second type of 
incontinence that was mentioned and in 85 per cent have secured 
satistactory results, with the other 15 per cent improved. The 
operation I have done most itrequently was the first one 
Dr. Miller discussed (the Kelly procedure) in which one 
puckers the sphincter; in addition, I think one should pucker 
a good deal of the urethra itself, as it helps control. I have 
used a method very similar to the Kelly procedure, done supra- 
pubically, when the typical Kelly method was not. practical. 
One thing that must be remembered is that illustrations always 
inake these things appear very much easier than they are. For 
tightening of the suprapubic sphincter, the patient must be well 
relaxed and must be in the exaggerated Trendelenburg position. 
The light must be good, for the sphincter is quite deep. The 
sphincter is not such a definite structure that one can locate 
it by touch. One must have a Pezzer catheter in place to 
locate the internal urethral orifice. In the much more relaxed 
cases I put in a second row of sutures. To place them, Young's 
boomerang needle holder is helpful. There may be some venous 
bleeding, but it is readily controlled by pressure. In some cases 
there is a prolapse, and in those | have added a stitch to hold 
the urethra up under the symphysis. I think tt would be easier 
to encircle the urethra with the rectus fascia by passing it 
around the urethra suprapubically rather than infrapubically, 
and that it would be well to cross it in such a manner that 
fascia trom the left side of the wound would go under the 
urethra from the right side and be joined above the urethra 
by fascia similarly passed from the right. 


Dr. R. LearmMontu, Rochester, Minn.: While it is 
undoubtedly true that sympathetic nerves regenerate, so long 
a segment of nerve has been removed in these operations that 
it seems to me out of the question that central fibers could 
reestablish communications with appropriate peripheral fibers. 
Moreover, the duration of the cures seems to be conclusive 
proof that such connections have not been reestablished. It is 
to be remembered that the portion of nerve removed contains 
both preganglionic and postganglionic fibers. In my opinion, 
the pudic nerve has less to do with the control of micturition 
than has been supposed. The intolerable itching ot kraurosis 
vulvae may be relieved by bilateral section of the internal pudic 
nerve, without fear of subsequent incontinence. As has been 
emphasized by other speakers, the cooperation of Dr. Braasch 
and his colleagues has been very important. In some cases the 
operation is symptomatic, and it is then advised as an adjunct 
to urologic treatment. In certain cases of paralysis it seems 
to be curative, and the selection of suitable cases devolves on 
the urologist and the neurologist. | should be unwilling to 
carry out the operation in cases of transverse myelitis, in which, 
with good urologic care, satisfactory automatic emptying of the 
bladder develops in a large proportion of cases. Laparotomy 
does not seem to me justifiable in cases of this type. 


The Disease Picture.—The reaction of the body to disease 
is directed to the restoration or approximation of the whole- 
ness of health, by destruction cf the invading parasite, through 
satisfactory readjustment to a permanent injury or by temporary 
accommodation to a physiological disturbance. Each individual 
attacks his problem, both consciously and wnconsciously, in a 
different manner; and though the common problems themselves 
are fairly limited in number and more or less familiar to us, 
each patient’s method of attack or of resistance, which we call 
the disease picture, is marvelously and infinitely varied. This 
matter of attack or of resistance depends on a multitude of 
factors; race, inheritance, age, environment, experience, educa- 
tion all come into play; and as these factors work to differen- 
tiate one person from another, so they tend to individualize 
disease in each single patient. The intricate combinations, in 
any man, of anatomical, physiological, immunological and 
psychological attributes, so aptly termed by Draper the “panels 
of personality,” together form the fertile, inditterent or resistant 
soil on which the noxious germ is sown or injury done. The 
disease picture, the pathological state, depends on the manner 
in which these forces overcome this noxious ageut, resist it, or 
sink before the fatal injury.—Longcope, W. T.: Methods and 
Medicine, Bull. Johns Hopkins Hosp. 80:4 (Jan. 1932. 
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ERB’S PALSY IN AN ADULT TREATED BY REATTACH- 
MENT OF CAPSULE OF HEAD OF HUMERUS 
(METHOD OF KLEINBERG) 


Maurice H. Herzmarkx, M.D., New Yorn 


History. —A. S., a man, aged 24, white, consulted me, March 
17, 1930, because of a deformity of the leit shoulder which made 
it impossible for him to bring his left hand to his mouth. 

He stated that he was the youngest of eleven children and 
was born after a difficult and protracted labor. Shortly after 
birth it was found that his left arm was limp, and the attending 
physician strapped it to his side. Later the arm regained some 
power but became rotated inwardly. No attempt was made to 
correct the deformity until the age of 16 years. Several sur- 
geons were consulted who advised operative correction. The 
parents refused consent to any operation, and the deformity 
continued unchecked. At the age of 21, after consultation with 
several orthopedic surgeons, the patient was advised that the 
deformity could be corrected only through an arthrodesis of the 
left shoulder joint. This he would not permit, and the matter 
rested until he came under my observation. 

Examination.—The patient was well developed and in excel- 
lent condition. The left shoulder was somewhat lower than the 
right, and the muscles about it appeared much smaller than 
those on the right side. The line from the root of the neck 
to the point of the shoulder was convex on the left side, while 
on the right it was slightly concave. The pectoral muscles, 
deltoid and biceps were markedly underdeveloped on the left, 
while on the right these muscles appeared better developed 
than usual. The left upper limb was held habitually in marked 
inward rotation, with the elbow flexed at an angle of 135 
degrees. Although the left shoulder appeared lower, the left 
elbow was on a higher level than the right. Posteriorly, it 
was seen that the left scapula was smaller than the right, and 
the head of the humerus was subluxated. External rotation was 


Fig. 1.—Before treatment. Deformity of shoulder: the patient is unable 
to reach mouth with left hand. 


greatly restricted, the patient being unable to bring the point of 
the elbow against the side of the body. Flexion at the elbow 
was possible to normal range but extension was checked at 
about 140 degrees. Abduction of the left arm was purely 
scapular, the deltoid muscle taking very little part. The patient 
could not bring the left hand to his mouth; he could not touch 
the right shoulder; he could not bring his two palms together, 
except in a very awkward and ineffectual manner. Complete 
elevation of the left limb above the head was accomplished by a 
flipping motion. There was no demonstrable paralysis of any 
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muscles, but the deltoid was extremely weak and lay posterior 
to rather than over the lateral aspect of the joint. 

The diagnosis was Erb’s palsy, with posterior dislocation 
of the head of the left humerus. 

Treatment.—It was considered advisable to reduce the dis- 
location beiore attempting correction of the deformity. March 
21, 1930, under a general anesthetic, the left upper extremity 
was manipulated so as to bring the head of the humerus into the 
glenoid fossa. This was accomplished by rotating the arm 
outwardly, at the same time extending it and forcing the head 
downward and forward. Reduction was accomplished without 


Fig. 2.—Five months after treatment. The patient appears less 
deformed. Motion about shoulder allows bringing of the left hand to 
mouth and top of head. 


unusual effort, and, to insure maintenance of position, a plaster- 
of-paris shoulder spica was applied, holding the left arm rotated 
outwardly, extended, abducted to 90 degrees and the elbow 
flexed so that the palm of the hand faced the side of the body. 

Two weeks later, April 4, the spica was removed. Exami- 
nation of the shoulder showed that the head of the humerus 
was in position in the glenoid fossa. This position was main- 
tained as long as the arm was extended and rotated outwardly, 
but as soon as flexion and inward rotation was permitted, sub- 
luxation resulted. 

For the purpose of correcting the deformity, an open opera- 
tion was done. The procedure followed was that of reattach- 
ment of the capsule around the head of the humerus, using the 
technic devised by Dr. Kleinberg. 

An incision was made from the tip of the acromion process 
along the lateral margin of the arm nearly to the insertion of 
the deltoid muscle. The fibers of the muscle were split and 
retracted. The periosteum was incised in a linear direction 
along the lateral margin of the humerus from just below the 
surgical neck downward for about 2 inches, and at the lower 
level the incision was carried transversely. With a periosteal 
elevator, the perisoteum and capsule were lifted from the bone. 
The lesser tuberosity with part of the subscapularis muscle 
was stripped; the stripping continued medially around the bone. 
The greater tuberosity with its supraspinatus tendon was cut 
through and lifted from the bone. The stripping was continued 
until the bone was free. The humerus was then rotated out- 
wardly as far as possible, and in this position the capsule was 
reattached, the outer lip overlapping the inner lip about three- 
fourths inch. The wound was closed in layers, the skin with 
black silk. A plaster-of-paris shoulder spica was applied, hold- 
ing the left arm in outward rotation, extension, abduction to 
90 degrees, the forearm flexed at right angles, and the palm 
facing the side of the body. 

The patient walked about in the plaster spica, which was 
allowed to remain in position until May 12, when the upper 
part was cut away so as to permit inspection of the wound. 
The sutures were removed and healing had taken place by 
first intention. The patient was now taught how to remove 
this upper shell of plaster and exercise the deltoid and biceps 
muscles. Baking and massage were now begun on the part 
exposed by removing the plaster shell. 
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June 23, the plaster was entirely removed and an abduction 
splint was applied so as to lessen abduction. 

Physical therapy and exercises were continued for a month, 
and the patient obtained employment as a garage mechanic. He 
continued to work and from time to time was treated with 
physical therapy. 

Examination, September 28, showed great improvement in 
the deformity. The left shoulder appeared to be in a very 
satisfactory condition. The inward rotation was no longer 
present, and the patient could use his left arm quite satisiac- 
torily. The deltoid and biceps muscles had improved markedly, 
and there was some development to be noted in the pectoral 
muscles. The patient could bring his hand to his mouth, touch 
the right shoulder, bring the leit hand to the top of the head, 
behind the neck, and even touch the right ear. He was able to 
approximate his palms in an effective manner for carrying or 
working, and lifted a heavy chair by way of demonstration. 
The left arm could be extended and raised above the head in 
a normal manner without resorting to a flipping motion as 
jormerly. The flexion contracture at the elbow was also 
slightly improved, although no treatment of this had been 
attempted. From a bar above the head, the patient was able to 
raise himself, with the palms facing toward the body, to a posi- 
tion in which the chin was brought to rest on the bar. This 
was repeated several times. 
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ELECTROSURGERY 


A BRIEF REVIEW OF ITS ADVENT AND 
SOME OF ITS USES 


HOWARD A. KELLY, 
AND 
GRANT E. WARD, MLD. 
BALTIMORE 


M.D. 


Electrosurgery came on the surgical horizon about 
1907 as an outcome of the epoch making experiments of 
d’A\rsonval and Oudin. The present efficient form of 
electrosurgery in this country, and largely in the world, 
is due to William L. Clark of Philadelphia, who took 
it over in a crude state and brought it to the borders 
of perfection. Addenda have been largely due to 
technical developments by electrical specialists, respond- 
ing to stated needs of surgeons. 

De Keating Hart and Pozzi over twenty years ago 
used a long sparking current of high voltage and low 
amperage for the destruction of tumors, called fulgura- 
tion. Edwin Beer’ of New York took this up about 
1908 and used it extensively in bladder tumors. The 
difficulty with this agent was a lack of penetration ; 
Beer's work, however, was distinctly prophetic of all 
that has followed. 

The demand for electrosurgery arose from imperfec- 
tions in the established surgical technic, long accepted as 
inherent in operative methods and, therefore, hardly 
realized until the new agent and the acquired facility 
necessary to its skilful application appeared to remedy 
them. 

The reproaches indicated have lain mm the prolongation 
of operations due to the application of ligatures to stop 
hemorrhage; in the liability of conveying infection or 
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of distributing it in the general course of many opera- 
tions; in the fact that ligatures acting as foreign bodies 
may become foci of infection ; in the deplorable manipu- 
lations of tissues; in the contamination of wounds and 
general messiness of handling malignant growths and 
chronic and subacute infections; in the limitations often 
imposed on our extirpative work by reason of the depth 
of the operation from the surface, particularly in the 
oral and nasal cavities, in neural surgery, and in rectal 
and sometimes in abdominal procedures; in the fact 
that any serious difficulty. of ligation in sharp hemor- 
rhage in a deep operation often precludes a satisfactory 
continuation to its completion; in the condition of 
tissues after recovery, which makes a_ desirable 
secondary operation objectionable; in shock arising 
from prolonged operation with attendant hemorrhage. 
I’xperience has shown that these objections are in a 
measure overcome by clectrosurgery. 

Klectrosurgery as now used is the employment of a 
high frequency alternating electric current of about 
1,000,000 to 2,000,000 or more oscillations per second 
for the destruction or excision of diseased tissues. The 
current voltage and amperage under perfect control 
ranges from a minute, almost invisible, spark up to a 
heavy flashing flame, causing a necrobiotic heat penetra- 
tion to the depth of 1 cm. on all sides of the electrode. 
‘The current is applied by “active” electrodes of various 
shapes: needle, thin narrow blade, ball, curet, wire 
Joop. 

These currents are applied through a uniterminal or 
biterminal connection with the generating apparatus, 
affording either a desiccation or a dehydration of the 
tissues, an electrocoagulation, or, by molecular disin- 
tegration, a cleavage or cutting of tissues. 

The cardinal virtues of electrosurgery lie in effec- 
tive destruction in loco of tissues that it is desirable 
to eliminate. This manifestly includes all forms of 
malignancy. ‘There is no handling of tissues because 
of the knife and fork type of operation, which is 
unequaled in cleanliness .by the immediate complete 
sterilization of both bacterial and malignant infection. 

Hemostasis is easily effected in severing vessels up 
to about 1 mm. in diameter either by the application of 
the coagulating electrode direct or by the intermediary 
of a well-pointed hemostatic clamp, isolating the vessel. 
Thus ligatures are avoided, and the risk of infection is 
lessened by reason of the reduction of the imported 
foreign material. The ability to check hemorrhage, 
keeping the fingers away from the wound, makes it 
possible to continue deep work in various parts of the 
body. 

Another advantage is the extended use of local anes- 
thesia, which reduces hospitalization by making a 
number of these patients ambulatory. 

A notable achievement lies in the group of opera- 
tions being undertaken, many of them until recently 
hardly possible, particularly extensive malignant 
growths of the jaw, oral cavity, antra, brain, breast, 
thyroid, and vulva, resulting in a ygreat number of 
patients with open wounds which, being kept clean, 
heal rapidly without pain or toxemia and yield a soft, 
pliable sear. Tonsillectomies patients presenting 
contraindications for ordinary surgical procedures, such 
as cardiac disease and advanced age, are now being 
performed electrosurgically by trained operators. The 
destruction of the tonsil is effected in several stages, 
by applying the current alternately first to one side 
and then to the other, at intervals of one or two weeks, 
Such patients are usually ambulatory. ‘Che pillars must 
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be kept from adhering by scar tissue until all infection 
disappears, thus avoiding encapsulation of infectious 
material. The method is still considered to be. appli- 
cable only in selected cases and by men _ especially 
trained both in electrotherapy and otolaryngology. 

Those unfamiliar with the intensity of the high fre- 
quency currents and their depth of penetration may 
easily strike destruction into deep-seated structures 
adjacent to the disease areas. Especially is this true of 
blood vessels (a carotid, for example) leading to and 
from the part or traversing neighboring tissues. To 
prevent hemorrhage at the operation or subsequently 
when the coagulum sloughs away, a ligation of tributary 
vessels is often advisable. While muscles (the pectoral, 
for example) are being incised, the faradic effect may 
be sufficient to cause muscular jerkings lively enough to 
throw the electrode against a neighboring large vessel. 
Severance of nerves often causes the same muscular 
contraction in the muscles supplied, with dangerous 
possibilities. 

Another pitfall is that of undertreatment, particularly 
in the hands of an amateur. The extreme limits of the 
disease must always be estimated in malignant condi- 
tions and the destruction and the extirpation carried well 
out into the normal zone. The electrosurgical aspirant 
should first acquire a good general surgical training, 
adding later to his technic the use of the high frequency 
electric currents. A mere novice has no more right 
to exploit this new adjuvant than has the first year 
medical student to prescribe digitalis. 

Various forms of apparatus have been developed 
through the years to such an extent that at present the 
market is replete with many new instruments, some 
of them only fairly satisfactory. Research jointly by 
surgeon and physicist, together with the competitive 
spirit of a group of able manufacturers grenearyy 
improving their products, has accomplished much 11 
developing a number of admirable, perfect 2a tcl 
Two general types are available: The one, dating from 
the original experiments of d’Arsonval and _ others, 
employs a transformer, a series of condensers, spark 
gaps and an Oudin coil as the source of power; the 
other, beginning with the discoveries of de Forest, 
employs one or more triode vacuum tubes as the 
generating factor. [ach surgeon will learn to choose 
for himself, after thorough trial, the type best adapted 
to his needs. The better machines furnish a current 
readily available by the easy manipulation of a com- 
prehensible switchboard or the ready change of elec- 
trodes. 

The perfect generator should produce a smooth cur- 
rent without faradic effect, varying from the finest 
desiccation spark to heavy coagulation without much 
flashing or uncontrollable flame. Efficient coagulation 
by a blunt or ball electrode brought near to the tissues, 
with the minimal visible sparking, is another criterion 
of a perfect current. There ought not to be any fusion 
of coagulated tissues to the electrode, but to date no 
material is available out of which electrodes can be made 
which will not stick to the tissues, pulling some away 
when removed and risking tearing a vessel. In addi- 
tion, the cutting current should be regulable from one 
severing tissue with only 0.1 mm. of destruction on each 
side to one coagulating 1 or 2 mm. in depth. The 
fine cutting current permits primary union; the 
heavier cutting current used in excising an exten- 
sive ulcerative malignant growth leaves in situ a 
dry sterile coagulum, which prevents any local recur- 
rence or the dissemination of cells spilled from the ulcer. 
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In the latter class, the local defects are so great that 
primary union is not anticipated and the coagulum 
becomes a desideratum. All these features, characteriz- 
ing the perfect machine with the minimum number of 
controls, should be available at the operating table 
through a proper foot switch or by sterile connections 
for the operator's immediate control, without calling for 
an extra assistant, 

At present, electrosurgical cutting and coagulation are 
accomplished by separate electrodes, usually of different 
shape, either necessitating two connections with the 
machine or an interchange of electrodes in a common 
handle attached by a single wire to the apparatus. In 
the latter instance an extra assistant is needed to switch 
from cutting to coagulating current or vice versa. Two 
wires, used to carry the current, form an awkward 
addendum at an already complicated operating table. In 
operating rooms, where inflammable anesthetics are 
used, surgeons are urged to secure apparatus of the 
best construction and to keep it in good repair, because 
open or static electric sparks may cause serious explo- 
sions.” As time passes, it is hoped that these and other 
technical problems will be simplified. 
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MYODINE, SUBIDIN AND SANGUIODIN 
NOT ACCEPTABLE FCR N. N. R. 


On account of the exploitation of certain “water-soluble” 
tinctures of iodine, advertised to physicians to be less irritant 
than, and therefore superior to, the official preparations Com- 
pound Solution of Iodine (Lugol’s Solution) and Tincture of 
Iodine, Torald Sollmann published a report of an investigation 
in which the properties of the official solutions were compared 
with those of the proprietary preparations (THE JouRNAL, 
Sept. 20, 1919, p. 899). It was found that the official prepara- 
tions were actually somewhat less irritant to the skin than the 
secret or nonsecret “miscible tinctures’; that the more even 
spreading and more rapid coagulation of protein renders a 
simple alcoholic solution of iodine best for “disinfection” of 
the skin, and that the delayed protein precipitation by the 
U. S. P. tincture would probably render it somewhat superior 
for the disiniection of open wounds. The report concludes that 
“The secret and nonsecret ‘water-soluble’ tinctures do not 
appear to have any material advantages.” 

According to inquiries received by Tur Journat, there 
appears to be a recrudescence, or a continued vogue, of pro- 
prietary preparations advertised with claims similar to those 
made for the discredited “water-soluble” tinctures and having 
apparently similar composition. 

Myodine, Subidin and Sanguiodin are stated to be products 
of the I-O-Dine Laboratories, Inc., Philadelphia, marketed by 
Eimer and Amend, New York, N. Y, They are claimed to 
be “proteinized” or “vegetized” iodine solutions, prepared by 
combining “crystal iodine . . . with seaweeds and vegetables 
which have an affinity for iodine, digested by a special process.” 
Myodine is stated to contain “.43 to .44 free iodine and about 
.30 iodine in combination. 6 to 7% of alcohol is added to the 
finished product.” In quantitative determinations on a market 
sample by the A. M. A. Chemical Laboratory, Myodine was 
found to contain 0.25 per cent of free iodine, or 58.1 per cent 
of the amount claimed. Subidin is stated to have “. . . about 
2.7 of free iodine. Between 25 and 30% of alcohol is added.” 


Death from Explosion of Anesthetic Gases, editorial, J. A. M. A, 
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In quantitative determinations on a market sample by the 
A. M. A. Chemical Laboratory, Subidin was found to contain 
1.82 per cent of free iodine, or but 67.4 per cent of the amount 
claimed. According to an advertising booklet sent out by the 
firm, Sanguiodin contains “Alcohol (by weight) 5.38. Free 
lodine 0.44%. Total Iodine 0.77. Water by difference 93.41.” 
(Juantitative determinations on a market sample by the A. M. A, 
Chemical Laboratory showed Sanguiodin to contain 0.05 per cent 
of free iodine, or but 11.4 per cent of the amount claimed. From 
this it is apparent that the preparations are essentially “water- 
soluble” iodine preparations of varying strengths marketed with 
indefinite and incorrect statements of composition. 

The more recent advertising for Myodine and Subidin recom- 
mends these products for use in the mouth, throat and nose; 
circulars for Sanguiodin state that the preparation is for 
“Internal and Intramuscular Administration wherever lodine is 
Indicated.” Older circulars are not so modest about naming 
specific conditions with strong assertions of the value of the 
products in these; those for Sanguiodin recite a host of diseases 
with enthusiastic recommendations for the value of the product. 
The late circulars for Myodine and Subidin assert that these 
products are superior to the pharmacopeial preparations as 
being not “toxic” or “caustic” and generally therapeutically 
superior. The circular for Myodine is obviously addressed to 
the public. 

The Council declared Myodine, Subidin and Sanguiodin 
unacceptable for New and Nonofficial Remedies because they 
are unscientific modifications of an official article marketed with 
unwarranted claims and indefinite and incorrect statements of 
composition under proprietary, uninforming names. 


VEGE-SEA AND ORO BRAND KELP SALT 
NOT ACCEPTABLE FOR N. N. R. 


“Vege-Sea” is stated by the Oakland Food Products Co., 
Oakland, Calif., the distributors, to be dried and powdered kelp 
while “Oro Brand Kelp Salt” is stated to be a flavored mix- 
ture of this kelp with ordinary salt. 

According to the advertising, “Vege-Sea” is “The Ocean's 
Gift to the land,” which is offered with the claim: “Adding a 
little VEGE-SEA to the every-day diet will relieve and pre- 
vent many illnesses and disorders by supplying necessary ele- 
ments for the body.” Vege-Sea and Oro Brand Kelp Salt are 
recommended to be used to add mineral constituents to the 
diet as a sort of general prophylaxis and as a source of iodine 
for goiter prophylaxis. Additional increase of marine mineral 
salts could only be of value if there were insufficiency of these 
special constituents in the diet—a condition which is probably 
very exceptional but which, if it exists, can be better corrected 
by supplying the special salts that may be deficient. As con- 
cerns goiter prophylaxis, it appears inadvisable to rely on the 
indefinite amounts of iodine which may be introduced in the 
form of kelp. The advertising aims to create the misleading 
impression that ordinary iodine preparations fail to prevent 
goiter; thus, it is claimed: “Soluble iodine is not necessarily 
assimilable iodine. In this connection it has been noted that 
the connection between goiter and iodine deficiency in the diet 
has been known for the last century yet little has been accom- 
plished by the feeding of iodides. On the contrary it appears 
that goiter is on the increase. This fact is attributable to the 
fact that we are eating more and more highly refined foods 
and drinking more and more suriace water.” 

The marketing of dried kelp or of a mixture of kelp and 
salt does not present any originality, and hence there is no 
warrant for the sale of these preparations under coined names. 

The Council finds “Vege-Sea” and “Oro Brand Kelp Salt” 
unacceptable for New and Nonofficial Remedies because they 
are marketed with claims that are unwarranted and misleading 
and because the recognition of proprietary names for these 
is not in the interest of rational 


Colles’ Fracture.—Most Colles’ fractures accompanied by 
fractures of the ulnar styloid have sufficient (96 per cent) dis- 
placements of the lower radial fragment to warrant reduction 
in order to obtain the best possible anatomic realinement which 
is usually essential for the best end-results—Carp, Louis: Arch. 
Surg. 24:1 Gan.) 1932, 
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ALICE OF OLD VINCENNES 
TOMATO JUICE 

Manufacturer —Vincennes Packing Corporation, Vincennes, 
nd. 

Description.—Pasteurized tomato juice with added salt; 
retains in high degree the vitamin content of the raw juice. 

Manufacture —Selected varieties of tomatoes raised in south- 
ern Indiana under contract are washed in tanks and inspected 
on moving belts. Only ripe tomatoes grading as No. 1, U. S. 
yrade, are chosen for the manufacture of this brand of tomato 
juice. The tomatoes pass between two studded bronze rolls 
operating in opposite directions, are flattened and punctured, 
and fall into an enclosed stainless steel hopper connected to 
the juice extractor. The hopper and extractor are filled with 
steam vapor to eliminate air. The extractor is a bronze tube 
with openings of 0.004 inch diameter and is equipped with an 
internal heliocoid revolving at 60 revolutions per minute. The 
heliocoid is so constructed that one revolution at the intake 
moves the tomatoes eleven inches, which distance per revolution 
is gradually reduced toward the outlet, where one revolution 
produces a three inch movement; nine inches of punctured 
tomatoes are gradually squeezed into a three inch space, which 
expresses the juice. The light pressing tends to prevent extrac- 
tion of the juice from the core, which is bitter. The expressed 
juice flows into a pan, which is the only place it is exposed to 
the air; it flows immediately to a glass lined tank, where it is 
heated to 62 C. A small amount of salt is added, after which 
it flows directly to the filling machines and is filled into glass 
bottles or tins, which are heated to 100 C. for about fifteen 
minutes. Precautions are taken throughout the processing to 
prevent contact with air wherever possible in order to protect 
the vitamin content. 


Analysis (submitted by manutacturer),.— 


per cent 
0.1 
Carbohydrates other than crude fiber (by difference) . 4.0 


Calories.—0.3 per gram; 9 per ounce, 

Micro-Organisms.—Culture tests indicate sterility. 

Vitamins. —Vitamin A: Vitamin A starvation symptoms in 
rats are cured by 0.2 cc. of juice daily. Assuming the daily 
curative dose as representing one unit of vitamin A, then one 
can (300 cc.) has a potency of 1,500 A units, which approxi- 
mates the A potency of a teaspoonful of a good grade (400 unit) 
cod liver oil. 

Vitamin B (complex): Normal growth is restored to 
vitamin B (complex) starved rats by 10 cc. of juice. One can 
(300 cc.) is equivalent to approximately 36 Gm. of yeast cake 
(three cakes). 

Vitamin C: Vitamin C starvation symptoms in guinea-pigs 
are cured by 2.5 cc. of juice daily, which indicates that most 
of the vitamin C of the raw juice is retained. 

Claims of Manufacturer—This tomato juice is a good source 
of vitamins A and B and an excellent source of vitamin C. It 
is suitable for miant jeeding and for general table use. 
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“220” BREAD (KORN’S) 


Manufacturer —H. Korn Baking Company, Davenport, Iowa. 

Description—A white bread made by the sponge dough 
method. 

Manufacture—The sponge dough ingredients, 65 per cent 
patent flour of Southwest wheat and 70 per cent patent flour 
of Northwest wheat, water, yeast, and a yeast food containing 
calcium sulphate, ammonium chloride, sodium chloride and 
potassium bromate, are mixed in a high speed mixer. The 
sponge dough is fermented for from four to five hours, after 
which are added flour, water, salt, dextrose, lard and powdered 
skim milk to make the completed dough, which is cut into 
pieces of desired weight. The pieces are fermented for a short 
time, molded into loaf form, panned, further fermented, baked 
for from thirty to thirty-five minutes, cooled, and wrapped in 
wax-paper. 

The factory, equipment and storage rooms are kept in strictly 
sanitary condition. 


Analysis (submitted by manufacturer).— 


per cent 


2 
Carbohy - nhl other than crude fiber (by difference).. 52.6 
Calories.— 2.59 per gram; 73.6 per ounce. 
Claims of Manufacturer—A bread of good quality. 


BORDEN’S OREGON, PEARL, ST. CHARLES, 
MARICOPA AND SILVER COW BRANDS 
EVAPORATED MILK 


Manufacturer —The Borden Company, New York. 

Description. — Canned, unsweetened, _ sterilized, 
milk. 

Menufacture—Whole milk from healthy cows and produced 
under carefully supervised, sanitary conditions is used. All 
milk deliveries are tested for odor, flavor and sediment, and for 
acidity when necessary ; a direct microscopic examination or the 
methylene blue “reductase test” is applied also. 

Accepted milk is heated to 95-100 C., drawn into a “vacuum 
pan” and concentrated at 50-57 C. until about 60 per cent oi 
the water is removed. The concentrated milk is homogenized 
by being forced under high pressure through small apertures, 
which disperses the fat into fine globules and prevents its separa- 
tion during storage. The homogenized milk is cooled and tested 
to assure its conformity to the federal and state government 
standards for evaporated milk and is then automatically canned. 
The sealed cans are processed under steam pressure at 112-118 C. 
for from twenty to thirty minutes and chilled immediately 


evaporated 


thereafter. The product is examined after ten days’ storage. 
Analysis (submitted by manufacturer).— 


EG (N X 6.38) 
Lactose (by difference)... 9.6 


Calories.—1.4 per gram; 49 per ounce. 

Claims of Manufacturer—These brands of evaporated milk 
are suitable for general baking, cooking and table uses and in 
infant feeding. The mixture of equal parts of the evaporated 
milk and water is not below the legal standard for whole milk. 
The curds formed in the stomach are smaller, softer and more 
readily digestible than those from raw or pasteurized milk. 


BORDEN’S PURE ORANGE JUICE 
(Preserved by Freezing) 
Manufacturer. — Borden’s Farm Products Company, Inc., 
New York. 
Description—An unsweetened, uncolored frozen orange juice 
packed in hermetically sealed half pint paper containers. 
Manufacture—Florida tree-ripened oranges conforming to 
state sugar-acid ratio regulations are used immediately for the 
preparation of the juice or are stored in refrigerated rooms. 
The oranges are inspected, washed in a solution of calcium hypo- 
chlorite, mechanically scrubbed and sprayed with chlorine water, 
again inspected, conveyed to the inspection room, sprayed with 
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chlorine water and conveyed to the extracting machines. The 
oranges are mechanically halved and each half is placed in a 
cup-shaped device, which descends on a _ knob-shaped head, 
which expresses the juice by displacement. The peel is so 
supported that practically no peel oil is expressed with the juice. 

The expressed juice is collected, strained free of seeds and 
much of the pulp, further cooled in glass-lined tanks, and 
pumped through a tubular brine cooler which delivers the juice 
at approximately 1 C. The cooled juice is subjected to a 
“vacuum” (2 inches mercury pressure), then saturated with 
carbon dioxide gas and subjected to a second “vacuum” treat- 
ment. The first vacuum treatment removes much of the dis- 
solved oxygen. The carbon dioxide ‘wash’ removes the 
remaining oxygen and the second “vacuum” removes the carbon 
dioxide. 

The air-free juice is conveyed to a glass-lined tank in which 
an atmosphere of carbon dioxide is maintained; the juice gravi- 
tates to seal-cone filler bowls also containing an atmosphere 
of carbon dioxide. Half pint seal-cones are filled with orange 
juice and for a few seconds only before the cones are sealed 
is the juice exposed to the air. Just previous to the sealing of 
the container, a puff of carbon dioxide is introduced to displace 
the air above the juice. The sealed containers suspended on an 
endless chain are conveyed through a freezing tunnel of calcium 
chloride brine maintained at —23 C. The frozen cone of 
orange juice is removed, packed in cartons, sealed, and stored 
at —17 C. 

The extracting and filling rooms are closed and ventilated 
with filtered air. The frozen orange juice is shipped in refrig- 
erated cars maintained at —6 C. 


Analysis (submitted by manufacturer).— 


per cent 
Ash 0.5 

Titratable acidity as citric acid.. bis 0.9 
sewn 33.2: 1 


Calories.—0.4 per gram; 11 per ounce. 


litamins.—Buiologic tests indicate that the vitamin C potency 


of this frozen orange juice is not demonstrably less than that 
of fresh orange juice. 


Claims of Manufacturer—A frozen orange juice nutritionally 
equivalent to fresh orange juice, packed in paper cartons for 
daily delivery to the final consumer. This frozen orange juice 
is suitable for all the uses of fresh orange juice. 


WOLF’S BREAD 


Wolf's Bakery, Inc. 
a. 

Description—A white bread made by the sponge dough 
method. 

Manufacture-—The sponge dough ingredients, 65 per cent 
patent flour of Southwest wheat, water, yeast and a yeast food 
containing calcium sulphate, ammonium chloride, sodium chloride 
and potassium bromate, are mixed in a high speed mixer. The 
sponge dough is fermented for from four to five hours, after 
which are added flour, water, salt, sucrose, lard, and sweetened 
condensed skim milk to make the completed dough, which is 
cut into pieces of desired weight. The pieces are fermented for 
a short time, molded into loaf form, panned, further fermented, 
baked for from thirty to thirty-five minutes, cooled, and wrapped 
in Wwax-papper. 

The factory, equipment and storage rooms are kept in strictly 
sanitary condition, 


Analysis (submitted by manufacturer).— 


, Baton Rouge, 


per cent 
Fat (direct extraction method)... 0.9 
other than crude fiber (by difference)... 54.6 


Calories.—2.6 per gram; 74 per ounce, 
Claims of Manufacturer —A bread of good quality. 
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SATURDAY, FEBRUARY 20, 1932 


THE SUPRARENAL CORTEX AND 
BODY TEMPERATURE 

One of the features of investigation in physiology 
within the past two years has been the extensive study 
of the cortex of the suprarenal gland and its secretion. 
Recent investigations of the suprarenal structures have 
changed the emphasis that was placed only a few years 
ago on the respective functions of the different parts 
of the indispensable organ. The discovery of epi- 
nephrine in the medullary portion directed marked 
attention to the latter as a tissue of dominating sig- 
nificance in the body. It would be unfair to imply that 
the secretion of epinephrine is not of large physiologic 
moment. Many of the critical adjustments in the body, 
particularly in emergencies, are facilitated by this 
aspect of suprarenal response. Nevertheless, when 
considered in terms of absolute indispensability for life, 
the cortex of the suprarenal now must take first rank. 
Without the medulla, existence may still be assured; 
not so without the cortex. Loss of the latter is fatal. 
For this reason, replacement therapy with the recently 
described cortical extracts has quickly achieved promi- 
nence in clinical as well as in purely experimental fields. 
The studies out of which this enthusiasm has been 
developed have repeatedly been referred to in THe 
JournaL.’| A common observation is the difficulty of 
regulating the body temperature of these animals ; when 
they succumb soon after the operation there is a 
marked fall in body temperature and even surviving 
individuals in a warm room tend to have a subnormal 
temperature. Epinephrine is a recognized calorigenic 
agent and it is reasonable to expect that the loss of the 
main source of this hormone through suprarenalectomy 
would result in difficulty of maintenance of tempera- 
ture. Indeed, there is evidence of an increased pro- 
duction of epinephrine in the normal animal after 
exposure to cold. However, a recent report from 
Hartman’s? laboratory at the University of Buffalo 
of the Suprarenal Cortex, 3. A. M. A. 
91: 1376 (Nov. 3) 1928; The Indispensable Suprarenal Cortex, ibid. 
94: 1242 (April 19) 1930; Suprarenal Function, ibid. 85: 1506 (Nov. 15) 
1930; The Hormone of the Adrenal Cortex, ibid. 96: 273 (Jan. 24) 1931. 

2. Hartman, F. A.; Brownell, Katharine A., and Crosby, A. A.: The 


Relation of Cortin to the Maintenance of Body Temperature, Am. J 
Physiol. 98: 674 (Nov.) 1931 
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Fes. 20, 1932 
describes experiments which indicate strongly that it 
is the lack of cortical tissue rather than that in the 
medulla of the suprarenal which ts responsible for the 
failure to maintain a uniform body temperature after 
total suprarenalectomy. Apparently the processes of 
defense against cold are weakened. 

Young albino rats were employed for these studies. 
After removal of the suprarenals one group was given 
subcutaneous injections of “‘cortin,” the extract of the 
suprarenal cortex, and a second group isotonic sodium 
chloride solution. These together with a third group 
of intact normal animals were carefully observed for 
changes in body temperature at 27 C. There was little 
difference between the rats at this temperature. All the 
animals were then exposed to cold for three hours. At 
the end of this time the experimental group which had 
been treated with cortical extract had decreased 2 
degrees in body temperature, whereas the similar 
group with saline solution only had lost approximately 
10 degrees. The temperature of the normal animals 
changed little, if any, under this treatment. The nor- 
mal rats became active and remained so during the 
exposure to cold; the cortin treated group was active 
during the early part of the cold period, but the 
untreated animals became quiet and lethargic. A 
similar experiment in which epinephrine was adminis- 
tered to one group of rats demonstrated the failure of 
this substance to enable the animals to maintain body 
temperature when exposed to cold. 

The lack of adjustment to surrounding temperatures 
after removal of the suprarenals may be due to a 
decreased heat production or to an exaggerated loss of 
heat. Hartman and his co-workers determined the heat 
production in two groups of rats before and after 
suprarenalectomy and showed that one result of the 
operation was a distinctly lowered metabolic rate. How- 
ever, when cortin was given following the removal of 
the glands, there was little change in heat production 
until sodium chloride solution replaced the cortical 
extract, when the energy metabolism fell. The effect 
of exposure to cold on the heat production was then 
studied. In normal individuals the metabolic rate early 
in the cold period was increased 54 per cent, whereas 
in the suprarenalectomized animals without cortin the 
increase was only 17 per cent. It thus appears that a 
large part of the difficulty of maintaining body tempera- 
ture in the absence of the cortical hormone when 
exposed to cold is due to the failure to produce the 
added heat which is apparently a normal response in 
the intact animal. 

These studies are particularly significant because they 
provide a promising method of assay for cortical hor- 
mone preparations, a lack of which has retarded prog- 
ress in this field. Once the potency can be determined 
and expressed with reasonable accuracy, the way will 
be opened for further investigation of a quantitative 
nature. Furthermore, it appears possible to assume 
with greater assurance that the hormones of the medulla 
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and the cortex are separate entities. And once again 
the biochemist has paved the way to further study of 
function by devising a method for the preparation of a 
potent tissue extract possessing a reasonable degree of 
specificity. 


WATER AND HEALTH 

A competent writer ' on diet in disease has recently 
ventured to express the conviction that “the dietetic 
error that has killed more patients than any other is the 
neglect of administering enough water.” He adds that 
in acute disease a highly colored urine is a reproach to 
the physician and the nurse; a dehydrated skin and 
tongue are danger signals. Few persons who deal with 
the functions of the living body, whether in health 
or in disease, realize that water constitutes more than 
70 per cent of protoplasm, the structural basis of 
organic life. In health, water is not merely incidental 
in this connection—merely present as ballast or a 
reserve in the way in which fat may accumulate in the 
body. Water constitutes the medium in which the 
chemical changes of metabolism occur.? As water is 
continually lost to the body through various paths, by 
way of the kidneys, bowels, lungs and skin, it is obvious 
that the output must be adequately replaced if a healthy 
“balance” is to be maintained. This means that the 
intelligent practitioner should have some conception of 
the magnitude of the factors involved in the daily 
exchange. 

The relative output by the various channels differs 
widely in different persons and in the same person under 
unlike conditions. An undue intake of fluid, for 
example, may be followed by a compensatory output. 
Augmented heat production in the body, as the result 
of exercise or perchance of fever, calls for water to 
facilitate the dissipation of the heat so that the normal 
temperature of the body will be conserved. The insen- 
sible perspiration of healthy adult persons during 
periods of quiet in an ordinary atmospheric environ- 
ment is not less than an ounce (30 Gm.) during an 
hour ; this means more than 700 ce. a day eliminated in 
ways that are not directly recognized. According to 
Flack and Hill, as much as 10 liters of water may be 
evaporated during a ride in the sun in the southern 
California desert. The variations in urinary output are 
familiar. The average sized man is transporting nearly 
a hundred pounds of water in his body, which consists 
of this substance to the extent of about two thirds of 
his weight, 

How are the recurrent losses already referred to 
made good from time to time? Atwater and Benedict 
found variations in consumption of water ranging from 
an average of 2,290 cc. for persons in repose to 3,700 
cc. for those at moderate work. In addition to this, the 
transformation of foodstuffs in metabolism leads to the 
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F.: 
S02, "1931, 
iscussion of these and related items is given by Rowntree, L. G.: 
The Wr ater Balance of the Body, Physiol. Rev. 2: 116 (Jan.) 1922. 


Diet in Disease, Bull. New York Acad. Med. 
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production of considerable water from the oxidation of 
hydrogen. Sugar produces half its weight of water. 
These are endogenous sources. What is not generally 
recognized, however, is the large contribution of water 
made by almost all the foods that we eat. Few of them 
yield less than half of their weight as water; most of 
them considerably more. More than nine tenths of 
many fruits and vegetables consist of water. In an 
ordinary diet, as much as a quart of water a day may 
be taken in the form of so-called solid foods. A person 
in repose will take inte his body a total of about 
5 quarts of water every day, 2 quarts in the form of 
drink and 3 quarts in the form of foods. To many it 
is thus a surprising fact that when we eat food we 
almost invariably are unwittingly consuming water. 
Consequently, Du Bois * has pointed out that when for 
any reason solid foods are cut off in disease it is 
necessary to supply a proportional increase in the 
liquid foods in order to bring the water intake up to 
the level of that of an ordinary person in health. In 
acute disease, a still further increase in water intake 
should be made in order to compensate for the excessive 
loss through the skin and lungs. 


DERMAL ABSORPTION OF SALICYLATES 

Salicyl esters such as methyl salicylate (oil of 
wintergreen) are commonly prescribed as constituents 
of ointments, liniments and local applications, on the 
assumption that ‘they possess a greater skin penetration, 
owing to their lipoid solubility, than do other salicyl- 
ates. The amount of salicyl absorbed under these 
conditions would appear nevertheless to be too small 
for definite systemic effects. More important than the 
systemic actions from local applications of such prod- 
ucts 1s the information they may yield regarding dermal 
function. The effects on the skin as determined by the 
properties of the constituents and of the vehicles of the 
mixtures merit attention. 

As a group of relatively simple chemical substances, 
the salicyl compounds offer a good opportunity for 
testing the comparative importance of lipoid and water 
solubility, and of the chemical reaction (basicity and 
acidity) in dermal absorption. Lipoid solubility has 
generally claimed a larger share of importance for 
dermal penetration and absorption of substances than 
other properties, owing to the fatty nature of the skin 
as a membrane. However, the recent observations of 
Kionka! of the Jena Pharmacologic Institute on the 
dermal absorption of different  salicyl compounds 
indicate that lipoid solubility may not be as important as 
some other factors. Clinically, the reactions of the 
skin are capricious. 

Using the shaved skin of rabbits, Kionka determined 
the absorption of sodium salicylate, salicylic acid, 
acetylsalicylic acid, and the salicyl esters and certain of 
these products in the presence of camphor, capsicum 


. Kionka, H: 


Klin. Wehnsechr. 10: 1570 (Aug. 22) 1931. 


644 


and other irritants. The skin areas were 120 square 
centimeters, to which 5 Gm. of an ointment containing 
the salicylate were gently applied with the fingers for 
exactly two minutes. The dermal absorption was 
indicated by the appearance of salicyl in the urine, and 
the efficiency of penetration by the smallest amount of 
the preparation, when applied to the skin, that would 
give a positive test for salicyl in the urine. Salicylic 
acid (lipoid soluble) and sodium salicylate (water 
soluble) were absorbed with about equal readiness, con- 
trary to current suppositions, which would ascribe 
little or no penetration to water soluble agents. 
Acetylsalicylic acid (lipoid soluble and rather acid) 
was the most readily absorbed, that is, once again as 
fast as sodium salicylate, and faster than that when 
compared with salicylic acid. The lipoid soluble methyl, 
salicyl and bornyl esters and salicylamide, however, 
were only about one third or one fifth as absorbable 
as acetylsalicylic acid, and about one half as compared 
with sodium salicylate and salicylic acid. These were 
the results obtained with the salicyl compounds in com- 
paratively indifferent bases, such as a mixture of 
petrolatum and olive oil or hydrous wool fat. 

The absorption of acetylsalicylic acid, sodium. sal- 
icylate and salicylic acid was materially increased 
(about 30 per cent) when applied in the same vehicles 
containing 1 per cent of sodium carbonate, 0.27 per 
cent of extract of capsicum, or 2 per cent of camphor. 
The absorption of the ester methyl salicylate, under 
these conditions, was not enhanced. Camphor was 
rather efficient for improving the absorption of salicyl 
salicylate, which was increased 70 per cent. The 
increased absorption from the carbonate ointment was 
attributed to the skin-softening effects of the increased 
alkalinity, which probably was responsible for the 
absorbability of the water soluble sodium salicylate. 
Absorption was not facilitated by the addition of 
ammonia liniment (also alkaline) to the ointment, but 
here the soap formation may have acted as a colloid 
protective barrier to absorption. The irritants cam- 
phor and capsicum were superior to the sodium carbo- 
nate, in promoting absorption; their efficiency was due 
to hyperemia. 

Moderate degrees of chemical reaction, i. e., basicity 
and acidity, possessed by substances, appear to be 
more important than lipoid solubility for penetration 
of the skin. Alkalinity, which softens the skin, and 
acidity, which apparently hardens it, are more important 
than simple solution in the fatty secretion of the skin. 
Dermal penetration and absorption are as much a 
function of changes in skin tissues as solubility in its 
fatty excrescence. ‘The latter undoubtedly assists in 
bringing lipoid soluble agents into intimate contact with 
the skin and its circulation, but, without some structural 
and local circulatory changes in the skin tissue proper, 
simple contact with capillaries is insufficient tor satis- 
factory penetration. 
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Current Comment 


THE HEART AS AN ELECTRICAL 
GENERATOR 

The power of the human heart as a pump is marvel- 
ous. If the output of the hearts of the inhabitants of 
the United States were combined, the total energy 
would approximate 70,000 horse power, delivering each 
day nearly the equivalent of the flow of the Niagara 
River. The output of the human heart as an electrical 
generator 1s, however, exceedingly small. Bush and 
Reid! say that if the maximum of the mean electrical 
power of the heart should be applied for lighting pur- 
poses it would be capable of giving only a one second 
illumination of a small flashlight bulb once in a thou- 
sand years. The accurate measurement of the varia- 
tions of this small amount of electrical energy became 
possible in 1903 when Einthoven introduced the string 
galvanometer. Since then the electrocardiograph has 
been an instrument prominent in cardiac research and 
valuable in the diagnosis and prognosis of heart disease. 
The string galvanometer, however, was found to have 
serious limitations, so the measurement of minute elec- 
trical magnitudes has advanced since Einthoven’s work. 
The introduction of the thermionic tube has revolution- 
ized the technic of fine electrical measurement. As 
an oscillator, the thermionic tube can repeat a pre- 
determined performance a hundred million times in a 
second. To operate a tube recently introduced, the 
input current necessary !n comparison with the full 
ampere necessary to operate a moderate size incan- 
descent lamp is small, so small that if the single ampere 
in the lamp should be represented by all the women of 
this country talking in unison at the rate of 150 words 
a minute, the grid current of this tube would be 
represented by a lone mountaineer who speaks one 
monosyllable in thirty years. While electrocardio- 
graphs using thermionic amplifiers in conjunction with 
oscillographs have been designed, they have been used 
chiefly to duplicate the results given by the string 
galvanometer. Now the Massachusetts Institute of 
Technology, in cooperation with the Evans Memorial 
Hospital, has produced an instrument which, although 
as yet only a research tool, has accomplished new 
things. It has brought out detail that was lost in the 
older records; it has produced an enlarged record with 
a relatively fine line; and by requiring a negligible cur- 
rent for its operation, it has avoided errors due to the 
flow of current through the variable impediment of the 
skin. The new instrument gives the sensation that 
one can study under the high power of the microscope, 
as it were, what formerly could be viewed only under 
the low power. Time will tell what new information 
may be obtained with this improvement after many 
patients have been examined and many clinical and 
postmortem reports have been correlated. The design 
of the clinical electrocardiograph will probably change 
ultimately in the direction of the new instrument. The 
result should be a further disclosure of knowledge of 
the nornial and the diseased heart. 


1. Bush, V., and Reid, W. D.: The Human Power Plant, Technology 
Review 34: 159 (Jan.) 1932. 
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THE INNERVATION OF THE LIVER 

The growing recognition of the varied roles that may 
be assumed by chemical stimulants—hormones—in the 
organism has tended to deprive some of the branches oi 
the nervous system of the functional dominance with 
which they were endowed in the physiology of earlier 
days. The classic studies on the actions of the nerves 
of the heart and of the salivary glands, for example, 
afforded full justification for the glorification of the 
dignity of nerve influences in fundamentally important 
life processes. Meanwhile the evidences for the com- 
parable importance of humoral, in contrast with 
nervous, influences in various functional processes are 
gaining in number. Some may surprise readers who 
find satisfaction in resigning important physiologic 
responses to the nervous system alone. Notable are a 
series of observations recently made at the Mayo 
Foundation on some of the responses of the liver in the 
absence of all sympathetic innervation.t ‘The nerve 
supply to the liver is generous, so that one might 
logically assume it to be of large physiologic importance. 
Yet, in the experiments of Lundberg, denervation of the 
liver did not produce a constant effect either on the 
amount of bile secreted or on the amount of pigment 
eliminated. Hillyard made a study to determine 
whether the increase in secretion of bile that follows the 
ingestion of food is dependent on the hepatic nerves. 
It was found that a mixed meal caused the greatest 
increase of biliary secretion, a protein meal caused a 
marked increase, a fat meal usually caused a moderate 
increase, occasionally there was neither increase nor 
decrease, and a carbohydrate meal gave variable results, 
either an increase or a slight decrease, or the output 
remained the same. After the hepatic nerves of both 
the sympathetic and the parasympathetic systems had 
been sectioned, fasting, feeding and collections were 
carried out as before, and it was noted that each of the 
foregoing test meals produced about the same increase 
in biliary secretion as before denervation. Evidently 
the increase in biliary secretion after the ingestion of 
food is not dependent on the nerves to the liver. Donald 
observed that denervation of the liver did not affect the 
value for fasting blood sugar, the hyperglycemia 
produced by epinephrine, dextrose and pituitary 
extracts, or the hypoglycemia produced by insulin. 
Accordingly, this study would seem to indicate that the 
regulation of the value for blood sugar does not depend 
on an intact nerve supply to the liver. Reasoning that 
the nerves to the liver are apparently vasomotor in 
function and that they would be factors in the control 
of certain constituents and processes in relation to the 
blood and to circulation, Hill studied the effects of 
denervation of the liver on the formed elements of the 
blood. The number of erythrocytes, the number of 
leukocytes, and the coagulation time of the blood 
remained unmodified. Thus has the largest glandular 
organ of the body been relieved of the supposed 
dominance of its nervous regulators. 


1. Lundberg, H.: Bile Flow and Bile Pigment Output After Denerva- 
tion of the Liver, Am. J. Physiol. 98: 602 (Nov.) 1931. Donald, J. M.: 
Studies on Carbohydrate Metabolism Following Denervation of the Liver, 
ihid., p. 605. Hill, F. C.: The Formed Elements of the Blood, Coagula- 
tion "Time, Peptone Leukopenia After Section of the Nerves to the Liver, 
ihid., p. 610. Hillyard, L. V.: The Effect of Denervation of the Liver 
on Getettons of Bile, ibid., p. 612. 
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THE NEW ORLEANS SESSION 


Invitation to Members of Section on Dermatology and 
Syphilology to Visit Leprosarium 


Dr. O. E. Denney, medical officer in charge, extends an 
invitation to the members of the Section on Dermatology and 
Syphilology of the American Medical Association to visit the 
National Leprosarium at Carville, La., on Tuesday, May 10. 
The institution is about 90 miles from New Orleans, and it is 
planned to have busses leaving the Roosevelt Hotel at 9 a. m. 

Some 300 cases at the institution will permit the demonstra- 
tion of many types of leprosy in different stages of advancement. 
Lunch will be served at the hospital, and on the way back to 
New Orleans a stop will be made to permit a visit to one of 
the old plantation houses. 

Section mymbers desiring to take advantage of this oppor- 
tunity are askw{ to write either to Dr. Ralph Hopkins, Pere 
Marquette Building, New Orleans, or to the secretary of the 


section, Dr. Francis E. Senear, 55 East Washington Street, 
Chicago. 


MEDICAL BROADCAST FOR THE WEEK 
American Medical Association Health Talks 

The American Medical Association broadcasts on Monday 
from 12 noon to 12:05 p. m. over Station WBBM (770 kilo- 
cycles, or 389.4 meters) and other stations of the Columpia 
Broadcasting System, and on Wednesday and Friday from 
2:25 to 2:30 p. m., over Station WBBM, Chicago, 

The program for the week is as follows: 


February 22. Compensations. 
February 24. Twelve Points in Noise Abatement. 
February 26. Whom Shall I Consult? 


There is also a fifteen minute health talk sponsored by the 
Association on Saturday morning from 11:15 to 11: 30, 

The program for the week is as follows: 

February 27. Food for Children from Two to Six, 


Medical News 


(PuysIcIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS GEN- 
ERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIVITIES, 
NEW HOSPITALS, EDUCATION, PUBLIC HEALTH, ETC.) 


CALIFORNIA 


Personal.—Dr. Charles W. Decker succeeded Dr. George 
Parrish as health officer of Los Angeles, Nov. 1, — 
Dr. David M. Kindopp, Colfax, has been appointed health 
officer of Placer County to succeed Dr. Theodore Snypp, 
Auburn.——Dr. Elwin F. Reamer, Modesto, has been appointed 
health officer of Stanislaus County, succeeding the late 
Dr. Orion I. Bemis, Riverbank——Dr. Carl F. Larson has 
succeeded Dr. Charna G. Pong |i as health officer of Sausalito. 
Dr. Burt S. Stevens, San I'rancisco, was recently appointed 
a member of the state board of medical examiners to succeed 
Dr. Henry A. L. Ryfkogel, whose term expired. 


Graduate School of Nursing.—The San Francisco Depart- 
ment of Health established a graduate school of nursing, Jan- 
uary 1, at the San Francisco Hospital School of Nursing. The 
institution had heretofore been conducted for undergraduates, 
and the decision changing its policy followed a careful analysis 
of costs of patient care as well as of the problems of nursing 
education. Advanced courses in children’s diseases, maternity 
and operating room technic, tuberculosis and communicable 
diseases are now outlined with the development of special 
courses in ward administration, genito-urinary diseases and 
psychiatric nursing proposed for the near future. 

Society News.—Dr. Willis C. Campbell, Memphis, Tenn., 
addressed the California Academy of Medicine, January 23; 
during his stay in California, he also spoke before the Univer- 
sity of California and Stanford University, Oakland Surgical 
Society, St. Mary’s Hospital Society and the San Francisco 
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Dental Association. His subjects included the treatment of 
intracapsular fractures of the femur, arthroplasty of the knee, 
arthroplasty of the jaw, treatment of ununited fractures, and 
arthrodesis of the sacro-iliac joint——A symposium on the 
liver was held before the Alameda County Medical Association, 
lebruary 15, by Drs. Hugh G. MacLean, Robert A. Glenn, 
Safford A. Jelte and William W. Crane, Jr. Dr. John C. 
Meakins, Montreal, Canada, will conduct a clinic before the 
society at its meeting in March. 


Semiannual Alumni Day.—The University of California 
Medical School, San Francisco, will hold its semiannual alumni 
day, March 22. The morning session will be devoted to opera- 
tive clinics, pediatric ward rounds and a medical staff conter- 

ence. In the afternoon the program will include addresses by 
lrs. Albert H. Rowe, Oakland, on allergic migraine and 
indigestion; Albert P. Krueger, indications and limitations of 
bacteriophage therapy; John Saunders, developmental 
pathology of congenital dislocation of the hip joint; Theodore 
L. Althausen, intolerance to carbohydrate associated with 
pathological intestinal flora; James F. Rinehart, monocytic 
leukemia; Dudley W. Bennett, treatment of certain types of 
heart disease, and the annual Alpha Omega Alpha lecture by 
Dr. John C. Meakins, Montreal, Que. 


COLORADO 


Two Years Without Diphtheria.—No diphtheria has been 
reported in Pueblo since Jan. 17, 1930, it is stated. This record 
was attained as the result of an extensive immunization cam- 
paign among school children and the control of persons 
described as diphtheria carriers who were discovered after cul- 
tures were taken by the health department. 


Society News.—Dr. James R. Jaeger, Denver, 
the Boulder County Medical Society, February 11, 
nosis of Brain Lesions by Air Injection.” 
“The Repair of the Perineum” and “The Anatomy of the 
Female Pelvis” were shown before the Medical Society of the 
City and County of Denver, February 16. 

Annual Registration Due March 1.—All practitioners of 
medicine and surgery holding licenses to practice in Colorado 
are required by law to register annually on or before March 1, 
with the secretary-treasurer of the board of medical examiners, 
and to pay a fee of $2, if a resident of Colorado, or $10, if a 
nonresident. Failure to pay this fee within the time stated 
automatically suspends the right of a licentiate to practice 
while delinquent. If he nevertheless continues to practice he 
is subject to the penalties provided by law for practicing medi- 
cine without a license. 
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FLORIDA 


Adopt Plan for Cancer Clinic.—The Hillsborough County 
Medical Society, at a recent meeting in Tampa, approved a 
plan of operating a cancer clinic under the auspices of the 
society. Following the adoption of the plan, a committee was 
appointed to investigate the best methods of procedure to carry 
out the project. This committee comprises Drs. Bundy Allen, 
chairman; Robert P. Henderson, Jr., secretary; Emory W. 

sitzer; William P. Adamson, and John R. Boling. Before the 
plan w ‘as submitted to the county medical society, a temporary 
organization was formed by a group of physicians in Tampa. 
Although the clinic will be principally for the study of cancer, 
it will be ready to support other types of medical research. 
Funds for its support have been offered by outside sources, it 
is reported. The money the clinic expects to receive will not 
be used for fees or salaries but to pay for material to be used 
in treatment of patients without cost to them. 


ILLINOIS 


Health Promotion Week.—Dr. Andy Hall, state director 
of public health, announces that health promotion week will 
be observed in Illinois, April 24-30. The announcement states 
that prevailing health conditions, which were never more favor- 
able, are a tribute to the foundations on which scientific pre- 
yentive medicine and public health service are built. 


Health in 1931.—Provisional statistics indicate that mor- 
tality from tuberculosis and diphtheria, which, respectively, 
caused rates of 61.2 and 4.8 per hundred thousand, dropped to 
new low levels in Itlinois during 1931. The general death rate 
was 11.1 per thousand people, a slight increase over the 10.9 
rate of 1930 but lower than any previous record except that 
ot 1921, which was identical. The average annual death rate 
ot 11 for the two years of 1931 and 1930 was the lowest for 
any two successive years since Illinois was admitted to the 
UL. S$. death registration area. Typhoid caused 125 deaths 
during 1931, giving a rate of 1.6 against a previous low of 1.4 


MEDICAL NEWS 


Jour. A. M. A. 
Fes. 20, 1932 


for 1929. The rates from pneumonia (71.6), influenza (21.3) 
and measles (4.3) were principally responsible for the rise in 
the general death rate. Poliomyelitis caused 101 deaths, a rate 
of 1.3, which was almost identical with the 1927 report. 


Chicago 

Institute for Tuberculosis Workers.—A two weeks’ 
institute for tuberculosis workers, primarily laymen, will be 
conducted at Northwestern University Medical School, April 
4-16. It will be conducted by the National Tuberculosis Asso- 
ciation in cooperation with the medical school and the Chicago 
Tuberculosis Institute, and will be under the direction of Philip 
P. Jacobs, Ph.D., director of the extension service of the asso- 
ciation, The registration fee is $10. Application blanks may 
be obtained from the state tuberculosis secretaries, or from the 
National Tuberculosis Association, 450 Seventh Avenue, New 
York. Topics for discussion will include child health educa- 
tion, case findings, care of physically substandard children, 
public health nursing, industrial health service, treatment 
methods, relation of the tuberculosis campaign to other social 
and public health movements, relation of the tuberculosis move- 
ment to the medical profession, and medical and scientific basis 
of the tuberculosis campaign. 


IOWA 


Society News.—Dr. Roy W. Tandy, Morning Sun, 
addressed the Louisa County Medical Society in Morning 
Sun, Dec. 10, 1931, on “Intravenous Therapy.” The 
Sioux County Medical Society was addressed in Hawarden, 
Dec. 10, 1931, by Dr. Archibald F. O'Donoghue, Sioux 
City, on “Compression Fractures of the Spine and Their 
‘Treatment by the Jack Method” and “The Rise of Skeletal 
Traction Apparatus in Treatment of Fractures, Especially 
Comminuted Fractures.” Dr. Jay F. Auner, Des Moines, 
conducted a clinic on skin diseases before the Washington 
County Medical Society, Dec. 1, Dr. Emerson B. 
Dawson, Fort Dodge, addressed the Webster County Medi- 
cal Society's — meeting, Dec. 15, 1931, on sterility —— 
Dr. Wayne J. Foster, Cedar Rapids, read a paper on brain 
abscesses originating ‘with ear infections before the all-day 
meeting of the fowa Academy of Ophthalmology and Oto- 
laryngology, Dec. 1, 1931, and Dr. Frederick L. Wahrer, 
Marshalltown, discussed the electrocoagulation of tonsils. 
The Upper Des Moines Medical Society was addressed, Dec. 
10, 1931, by Drs. Donald F. Rodawig, Spirit Lake, on “Cranio- 
cerebral Injuries” ; Leslie G. Hill, Estherville, “Diagnosis and 
Treatment of Iritis’”; Charles C. Collester, Spencer, “Diagnosis 
of Encephalitis and Conditions with Allied Symptoms,” and 
Paul O. Nelson, Ayrshire, “Treatment of Pernicious Anemia.” 
——At the meeting of the Waterloo Medical Society, Dec. 15, 
1931, Drs. arles Anderson Aldrich, Winnetka, Iil., and 
Harrold A. Bachmann, Chicago, spoke on “Nephritis in ’Chil- 
dren” and “Heart Findings in Children,” respectively ——At 
the meeting of the Des Moines Academy of Medicine and the 
Polk County Medical Society, January 26, the speakers were 
Drs. Carl L. Gillies, Cedar Rapids, on “Charcot Joint’; Ben- 
jamin F. Wolverton, Cedar Rapids, “Subacute Bacterial Endo- 
carditis,” and Jesse T. Grayston, Marion, “Acute Mechani- 
cal Intestinal Obstruction.” The Marshall County Medical 
Society was addressed in Marshalltown, January 5, by Drs. 
Walter D. Abbott and Harry A. Collins, Des Moines, on 
“Injection of the Sympathetic Nervous System” and “Nar- 


colepsy,” respectively. Dr. Robert L. Parker and Mr. Ver- 
non Blank addressed the Jasper County Medical Society in 
Newton, January 5, on “County Contract for Care of the 


Indigent Sick.’———The Linn County Medical Society will be 
addressed, March 10, by Dr. Wiliitam R. Cubbins, Chicago, 
on “Injuries to the Menisci and Cruciate Ligaments of the 
Knee Joint.” Dr. Howard L. Van Winkle, Cedar Rapids, will 
also speak on “Blood Transfusion.” The society was addressed, 
february 11, by Drs. Fred M. Smith, lowa City, and Arthur 
W. Erskine, Cedar Rapids, on “Rheumatic Heart Disease” and 
“Graham-Cole Test,” respectively. 


LOUISIANA 


Dr. Castellani Returns to New Orleans.—Dr. Aldo Cas- 
tellani, London, England, has accepted the position of pro- 
fessor of tropical medicine and head of the department at the 
Louisiana State University Medical Center, - ig Orleans. 
His appointment is for the year 1932-1933. Castellani 
resigned from a° similar position at Tulane University of 
Louisiana School of Medicine in 1929 to devote full time to 
work in connection with a study of tropical diseases at the 
Ross Institute of Tropical Medicine, London, of which he was 
director. Dr. Castellani was born in Florence, Italy, but spent 
most of his childhood in England. 
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Personal.—Dr. Henry O. Colomb, formerly of Providence, 
R. L., has been appointed clinical director of Central Louisiana 
State Hospital, Pineville. An honorary fellowship of Ross 
Institute for Tropical Diseases, London, has been conferred on 
Dr. Charles C. Bass, dean and professor of experimental medi- 
cine, Tulane University of Louisiana School ot Medicine, New 
Orleans, “in recognition of his important discoveries with 
regard to malaria,’ with especial reference to his accomplish- 
ment of the first successful cultivation of the malaria parasite 
outside the human body. The Ross Institute was founded in 
honor of Sir Ronald Ross, the discoverer of the mode of trans- 
mission of malaria by mosquitoes. 


Society News.—The Orleans Parish Medical Society was 
addressed, recently, by Dr. Charles A. Bahn on “Headaches 
of Ocular Origin,” and by Dr. Oscar W. Bethea, “Some 
Deductions from the Analysis of 1,850 Physical E xaminations.” 
At another recent meeting of the society, the speakers were 
Drs. Alfred C. King on “Some Critical Remarks on the Whys 
and W herefores of Bad Results in Certain Fractures” ; ; Reginald 
A. Cutting, “The Place of Dextrose Phieboclysis in Surgery,” 
and Thomas B. Ayo, “Induction of Labor with Castor Oil, 
Quinine and Puncture of the Membrane.” Dr. Adolph Jacobs 
addressed the. society’s meeting, January 25, on “Sedimen- 
tation Rate of Erythrocytes; Brief History and Discussion of 
Theories ; Application in Gynecology,” and Dr. Howard R. 
Mahorner spoke on “Goiter: A Brief History of Its Surgery 
and a Review of 128 Operated Cases in a Non-Goiter District.” 


Health Control in Flooded Areas.—Floods along the Red 
and Ouachita rivers and the lower Tensas Basin have driven 
from their homes about 20,000 people in ten parishes, according 
to a report, February 12. The flood of 1927 demonstrated the 
value of organized parish full time health units and since that 
time a unit has been established in every parish in the flooded 
area except one. The present emergency is being met by the 
state board of health through these units, which may be 
mobilized in part or in their entirety for service in any parish 
or section where the necessity may arise. Refugee camps have 
been located at strategic points; sanitary measures have been 
instituted, and immunization of ‘the refugees against smallpox, 
typhoid and diphtheria has been carried out by the local health 
units under the direction of the state board of health. Constant 
supervision is being exercised in order to prevent an outbreak 
of any communicable disease. Up until the time of this report, 
no epidemics had occurred, 


MARYLAND 


Commemoration Exercises at Johns Hopkins.—At the 
exercises commemorating the fifty-sixth anniversary of the 
Johns Hopkins University, February 22, portraits of four past 
and present yy members will be presented to the univer- 
sity. Joseph S. Ames, LL.D., president of the university, will 
preside, and Sir Wilmott Lewis, Washington correspondent of 
oo London Times, will be the principal speaker. George F. 
jaker, Jr., New York, will present a portrait of Dr. William 
H. Wilmer, professor of ophthalmology in the school of medi- 
cine and head of the Wilmer Ophthalmological Institute, Johns 
Hopkins Hospital, since 1925. The painting is the work of 
Frank O. Salisbury, London, Dr. William H. Welch, pro- 
fessor emeritus of the history of medicine, will present a por- 
trait of the late Dr. William 5S. Halsted, first professor of 
surgery in the school of medicine. Dr. William S, Thayer, 
professor emeritus of medicine, will present a portrait of 
Dr. Frederick H. Baetjer, professor of clinical roentgenology. 
Both of these portraits are the work of Eric Haupt. William 
Seifriz, Ph.D., professor of botany, University of Pennsylvania, 
will present a portrait of Duncan Starr Johnson, Ph.D., pro- 
fessor of botany and director of the Botanical Laboratory yor 
the Botanical Garden, Homewood, Johns Hopkins University. 
Thomas C. Corner, Baltimore, painted the portrait. 


Society News.—Dr. John Ruhrah, Baltimore, addressed the 
Osler Society of the Medical and Chirurgical Faculty, Jan- 
uary 19, on “Art and Pediatrics.” he Baltimore City 
Medical Society was addressed, January 8, by Drs. Lloyd W. 
Ketron on “Tuberculosis of the Skin,” and George W. Crile, 
Cleveland, “Principles Involved in and Clinical Aspects of 
Denervation of the Adrenal Glands.” The society was 
addressed, January 22, by Drs. Llewellyn Williams Lord on 
“The Etiology of Pityriasis Rosea”; Leo Brady, “Carbuncle 
of the Kidney,” and Francis J. Kirby, “Cancer of the Breast.” 
~——The Baltimore County Medical Association was addressed, 
January 20, at Catonsville by Drs. Robert E. Garrett on “A 
Case of Addison’s Disease with a Depressive Psychosis,” and 
Silas W. Weltmer, “A Behavior Study of a Group of Con- 
stitutional Psychopathic Inferiority Francis 
Dana Coman addressed the Maryland Academy of Sciences 
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recently on the Byrd South Pole expedition. Dr. Claude S, 
Beck, Cleveland, addressed the Johns Hopkins Medical Society, 
Baltimore, February 8, on “Surgical Treatment of Pick’s Dis- 
ease and Pneumocardiac Tamponade in Relation to Surgery 
of the Heart.” A free maternity clinic for outpatients was 
dedicated at Sinai Hospital, Baltimore, January 17. The clinic 
is a gift of the Baltimore Chapter number 35, United Order 
of True Sisters, which has equipped and will maintain it. Dr. 
Alan F. Guttmacher will be in charge. 


MASSACHUSETTS 


Bill Introduced.—H. 1084, to amend the nursing practice 
act, proposes that all applicants for registration as nurses be 
citizens of the United States. 

Health at Lowell.— Telegraphic reports to the U. S. 
Department of Commerce from eighty-three cities with a total 
population of 36 million, for the week ended February 6, indi- 
cate that the highest mortality rate (20.9) appears for Lowell, 
and the rate for the group of cities as a whole, 11.8. The 
mortality rate for Lowell for the corresponding period last 
year was 15.1, and for the group of cities, 14.3. The annual 
rate for eighty-three cities for the five weeks of 1932 was 12, 
as against a rate of 14.4 for the corresponding period of the 
previous year. Caution should be used in the interpretation 
of these weekly figures, as they fluctuate widely. The fact 
that some cities are hospital centers for large areas outside 
the city limits, or that they have large Negro populations, 
may tend to increase the death rate. 


Mental Hygiene Courses.—The Massachusetts Society for 
Mental Hygiene and the state division of university extension 
are cooperating in conducting courses on mental hygiene. 
Dr. Karl A. Menninger, Topeka, Kan., opened the course, 
February 1, in Boston, speaking on “The Human Mind— 
Personal Applications of Mental Hygiene,” and Dr. Wilhelm 
EK. Blatz, Toronto, spoke, February 8, on “The Young Child’s 
Needs.” In the future, the program includes Dr. Douglas A, 
Thom, Boston, February 15, on “Normal Youth and Its Every- 
day Problems” ; Dr. Samuel W. Hartwell, Worcester, Feb- 
ruary 29, “How Bad Are ‘Bad’ Boys?”; Dr. Bruce B. 
Robinson, Newark, N. J., March 7, “Mental Hygiene in the 
Edgar Van Norman Emery, New Haven, 
March 14, “Importance of the Teacher’s Mental Health’; 
Dr. George H. Preston, Baltimore, March 21, “Parental Atti- 
tudes Reflected in the Home,” and Dr. Albert Warren Stearns, 
Boston, March 28, “Crime in the Present Day.” In Framing- 
ham, a course began, January 27, on “Mental Hygiene of 
Childhood and Adolescence”; in Melrose, January 20, ‘“Per- 
sonal and Social Aspects of Mental Hygiene,” and in Orange, 
January 26, on “Mental Hygiene of Childhood and Adolescence.” 


MICHIGAN 


Society News.—Dr. James Milton Robb, Detroit, addressed 
the Monroe County Medical Society, January 21, on “The 
Economics of Medicine.” symposium on functions and 
disorders of the kidneys was included in the program of the 
annual — of the Washtenaw County Medical Society. 

E. Starr Judd, Rochester, Minn., addressed the 
Wiies: ‘County Medical Society, February 16, on “Relation of 
the Physician to the Community.” A dinner was given in 
honor of Dr. Judd preceding the meeting ——Dr. Robert E, 
Cumming, Detroit, addressed the Kalamazoo Academy of Medi- 
cine, February 16, on “Kidney Infections.” 

Typhoid Outbreak Follows Wedding. — Two fatalities 
resulted from an outbreak of typhoid, which followed a recent 
Polish wedding in Bay City. More than twenty persons were 
ill following the wedding. It was found that one small group 
of persons who had handled a portion of the food had had 
typhoid seven years previously. Tests on ali but one of the 
group gave negative results. This person proved to be a car- 
rier. According to Dr. George W. Moore, the health officer, 
the points of interest in this outbreak are, first, the seven year 
interval between the attack of typhoid and its transmission at 
the wedding; second, the fact that so far as known no other 
transmission has taken place during these seven years. 

Dental Care for Semi-Indigent Children.—Plans to pro- 
vide dental attention for semi-indigent children, at reduced fees 
and to reopen the health department’s free clinics by means of 
volunteer service were formulated, January 16, at a meeting 
of the relief committee of the Detroit District Dental Society, 
it is reported. A city-wide examination of school children 
began, January 25, through the cooperation of dental inspec- 
tors from the health department and members of the society. 
The plan is to aid children whose parents ordinarily have the 
means to pay the full cost but are now in straitened circum- 
stances and refuse charity. It is expected that volunteers from 
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the society’s membership will staff the thirty-two clinics of the 
health department. 

Camp for Handicapped Children.—The W. K. Kellogg 
Foundation has provided for the establishment of a permanent 
fresh air camp tor physically handicapped children, involving 
an expenditure of about $100,000. The plans of the W. K. 
Kellogg Foundation Pine Lake Camp, as it will be known, 
call for the erection of an administration building, staff quar- 
ters, small emergency hospital building and twenty-four unit 
cottages, and will provide accommodations for 200 handicapped 
children for an eight or nine weeks’ camping period every 
summer; July 1 is the date designated for its opening. The 
site chosen on Pine Lake is desirable, it is reported, because 
of the ideal shoreline, particularly suitable for sunlight and air 
bath treatments for handicapped children. The staff of the 
camp will include physical therapists, chief and regular coun- 
selors, secretary, quartermaster and dietitian. Dr. Matthew R. 
Kinde, medical director of the Barry County health unit, will 
act as medical director of the camp. 


MISSOURI 


Urological Society Formed.—The St. Louis Urological 
Society, organized January 7, proposes to aid scientific urology 
in St. Louis, to cooperate with the St. Louis Medical Society 
and to promote fellowship among its members. Dr. Bransford 
Lewis was elected president; Dr. Joseph Hoy Sanford, vice 
president, and Dr. Grayson L. Carroll, secretary. Drs. John 
R. Caulk, Cyrus E. Burford and Helmuth H. Kramolowsky 
were named members of a committee to formulate a constitu- 
tion and by-laws to be presented at a called meeting in the 
spring, according to the Journal of the Missouri Medical 
Association, 


Society News.—A discussion of arthritis by Dr. Wilber E. 
Post, Chicago, was a feature of the monthly clinic of the 
Kansas City Southwest Clinical Society, February 9 In the 
evening, the Jackson. County Medical Society was addressed 
by Dr. Post on “Recent Advances in Nephritis”; Dr. Ferdi- 
nand C. Helwig conducted a_ pathologic conference, and 
Dr. Frederick C. Narr presented “Microscopic and Macro- 
scopic Demonstrations ot Pathology of the Kidney.” 
Dr. Walter C. Alvarez, Rochester, Minn., addressed the Kansas 
City Academy of Medicine, February 19, on “Practical Appli- 
cation of Recent Discoveries in the Field of Gastro-Intestinal 
Physiology."———Dr. George W. Robinson, Jr., among others, 
addressed the Jackson County Medical Society, Kansas City, 
February 16, on “Cause and Treatment of Paraplegia.” 


NEW JERSEY 


Bill Introduced.—A. 164, to amend the law regulating the 
practice of chiropractic, proposes that licensed chiropractors be 
“authorized to use in connection with hand manipulation and 
adjustment such adjuncts, substitutes or other means or meth- 
ods in conjunction with chiropractic treatment without the use 
of drugs as may be essential or necessary to conform to the 
modern methods of treatment.” 

Society News.— The Essex County Medical Society was 
addressed, February 12, by Dr. Livingston Farrand, Ithaca, 
N. Y., on “Report of the New York State Health Commis- 
sion.”’——-At the meeting of the Bergen County Medical Society, 
February 9, Drs. Joseph M. Kuder, Mount Holly, spoke on 

“Public Relations and the County Medical Society,” and Frank 
J].. Meleney, New York, “Recent Studies in Peritonitis.” An 
addition to the Underwood Hospital, Woodbury, will be built 
and equipped by Mrs. Ella D. Dunn and her family, as a 
memorial to her husband, John C. Dunn, for many years a 
manufacturer in Camden. 


NEW YORK 


Bills Introduced.—S. 533 and A. 598, to amend the phar- 
macy act, propose (1) that a drug be deemed misbranded, 
within the meaning of the act, if its container does not state 
the percentage contained therein of barbituric acid and (2) that 
the manufacture and sale of proprietary medicines be e¥empt 
from the operation of the act, provided such medicines contain 
no poisonous, deleterious or habit-forming drugs. S. 624 pro- 
poses to prohibit the sale of food in drug stores and pharmacies 
and to make it unlawful for any druggist or pharmacist to 
dispense any beverage on the same day that he dispenses drugs. 
S. 635 and A. 793, to amend the law regulating the practice 
of midwifery, propose to limit the registration of midwives to 
those applicants possessing a diploma from a school of mid- 
wifery recognized by the state commissioner of health. The 
commissioner, it is proposed, however, may renew the license 
of any midwife now licensed. S. 675 proposes to regulate the 
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practice of barbering. A. 684, to amend the workmen's com- 
pensation act, proposes, in effect, to make compensable any 
occupational disease contracted in any employment covered by 
the act. A. 754, to amend the dental practice act, proposes 
that any woman who for four years prior to Sept. 1, 1916, was 
continuously in the employ of licensed dentist and’ had 
acquired experience in oral hygiene, shall be licensed as a 
dental hygienist without examination. 


New York City 

First Nurse-Midwife Training School. —The first _train- 
ing school for graduate nurses in midwifery in the United 
States was opened, February 2, at the Lobenstine Midwifery 
Clinic, 274 West One Hundred and Thirteenth Street. This 
clinic will care for expectant mothers living in a restricted 
area. The work will be under the supervision of the following 
board of directors: Drs. George W. Kosmak, president, Ben- 
jam'n P. Watson, George Gray Ward, Jr., George L. Brod- 
head, Shepard Krech, Linsly R. Williams and Miss Hazel 
Corbin. The attending staff includes Drs. William H. Studd. - 
ford, Jr., Donato Anthony d’Esopo, Claude Edwin Heaton and 
Albert H. Aldridge. The necessary budget was provided by 
Mrs. E. Marshall Field and a group of sixty women as a 
memorial to the late Dr. Ralph Waldo Lobenstine. This 
venture is a part of the plan for midwife training and super- 
vision proposed by the Association for the Promotion and 
Standardization of Midwifery, which was recently incorporated 
in New York. One of the objects of this teaching clinic will 
be to supply health departments with well trained nurse- 
midwives to carry out such supervision under medical direction, 
and another will be to offer courses to midwives practicing 
in the city. It was pointed out that about 10 per cent of all 
the births in the city are attended by midwives. 


Society News.—Dr. William H. Park addressed the Public 
Health Officers Association of the City of New York, Feb- 
ruary 2, on “Epidemiology and Serum Treatment of Polio- 
myelitis."——Drs. Linsly R. Williams and Edward H. Hume 
discussed graduate medical education at the monthly postgrad- 
uate lecture session of the North Harlem Medical Society, 
January 22. Dr. Harold Neuhof addressed the Medical 
Society of the County of Queens, January 26, on “Recent Clini- 
cal Advances in the Pathogenesis, Diagnosis and Surgical 
Treatment of Lung Abscess.” At a meeting of the Queens- 
boro Surgical Society, January 18, Dr. Howard W. Neail 
discussed abortions. Dr. John J. Moorhead addressed the 
New York Surgical Society, January 27, on “Further Experi- 
ences with Knee Joint Arthrotomy. somone George Draper 
delivered an address on “Relation of Human Constitution to 
Disease, with Particular Reference to Peptic Ulcer and Infan- 
tile Paralysis” before the New York Physicians’ Association, 
January . symposium on malignant conditions of 
the colon was held at the stated meeting of the New York 
Academy of Medicine, February 4, with the following speakers: 
Drs. Howard T. Karsner, Cleveland ; Thomas R. Brown, Bal- 
timore; Byrl R. Kirklin and Fred W. Rankin, Rochester, 
Minn. — Dr. Charles Geschickter, Baltimore, addressed the 
New York Roentgen Society, February 15, on bone tumors. 
——Drs. Samuel Brock and Cornelius G. Dyke, among others, 
addressed the New York Neurological Society, February 2, 
on “Cerebral Blood Vessel Malformations.” The Central 
Medical Council, composed of the membership of five leading 
medical societies in Brooklyn, gave a dinner, January 27, in 
honor of Dr. William Linder, recently elected president of the 
Kings County Medical Society ——Dr. James E. King, Buffalo, 
will lecture at the New York Post-Graduate Medical School 
and Hospital, February 23, on “Backache in Women and the 
bsg of the Pessary.” Dr. King will also hold an operative 
clinic, 


OKLAHOMA 


Course in Obstetrics.—About 500 physicians from Okla- 
homa County and neighboring counties registered for the 
graduate lectures on obstetrics in Oklahoma City during the 
afternoon and evening of January 23. The guest speakers were 
Drs. Everett D. Plass, lowa City, lowa; William T. McCon- 
nell, Louisville, Ky., and James R. Manley, Duluth, Minn. 
These physicians gave a similar course in Osage, Carter, Greer 
and Caddo counties. 

Society News.—Dr. Richard L. Sutton, Jr., Kansas City, 
Mo., addressed the Craig County Medical Society at Vinita, 
recently, on diagnosis and treatment of cancer of the 
skin; he also gave a travel lecture and held a dermatologic 
clinic. —— Drs. Louie F. Barney, Kansas City, Kan., and 
Abraham L. Blesh, Oklahoma City, addressed the Ottawa 
County Medical Society, Dec. 18, 1931, at its annual banquet 
and game dinner at Miami, on “Treatment of Acute General- 
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izing Peritonitis’ and “Medical and Surgical Reminiscences,” 
respectively. —— Physicians of western Oklahoma attended a 
special meeting sponsored by the University of Oklahoma 
School of Medicine, January 20, at Mangum. The speakers 
were Drs. Everett D. Plass, Iowa City, who discussed man- 
agement of normal pregnancy, sterilization and contraceptive 
advice; James R. Manley, Duluth, Minn., vaginal discharge 
during pregnancy and puerperal sepsis, and William T. McCon- 
nell, Louisville, Ky., prenatal care and toxemias of pregnancy. 
atonal a recent meeting of the Southern Oklahoma Medical 
Association in Purcell, speakers included Drs. George E. John- 
son, Ardmore, on “Physiological and Pathological Conditions 
of the Thyroid”; Walter H. Livermore, Chickasha, “Spinal 
Anesthesia”; George S. Barger, Purcell, “Tonsils from the 
Standpoint of the General Practitioner and Specialist,’ and 
Rufus Q. Goodwin, Oklahoma City, “Relation of the Physician 
to the Patient.’——-The medical societies of Woods and Alfalfa 
counties held a joint meeting at Holdenville, January 26, with 
three speakers from Oklahoma City on the program, as fol- 
lows: Drs. Henry Turner, “Interrelationship of Endocrinol- 
ogy”; Horace Reed, “Differential Diagnosis of Abdominal 
Conditions,” and Philip McNeill, “Nontuberculous Infections 
of the Lungs.” 


OREGON 


Licenses Revoked.— The licenses of Drs. Wilbur H. 
Thompson, Elgin, Chester A. Bump, formerly of Portland and 
now of San Francisco, and Joseph A. Wonderlick, La Grande, 
have recently been revoked by the Board of Medical Examiners 
of the State of Oregon for unprofessional conduct. 

Society News.—Dr. Franklin G. Ebaugh, Denver, addressed 
the Portland City and County Medical Society, January 20, on 
psychiatry. ——Dr. Loyal Davis, Chicago, addressed a joint 
meeting of the Portland City and County Medical Society and 
Portland Academy of Medicine, February 3, on studies on the 
pathways of transmission of pain, and its surgical relief. 


PENNSYLVANIA 


Personal.—Dr. Norman R. Goldsmith, Pittsburgh, won the 
annual case report contest of the Allegheny County Medical 
Society. The medical society has conducted this contest for 
interns for the past six years. Dr. Goldsmith is an intern at 
Mercy Hospital. 

Society News.—Dr. Moses Behrend, Philadelphia, addressed 
the Northumberland County Medical Society, Shamokin, Feb- 
ruary 3, on the gallbladder. The society sponsored a_ public 
lecture at Sunbury, January 19, by Dr. William D. Stroud, on 


“The Presence of Heart Disease in Children.’———At the meet- 
ing of the Lycoming County Medical Society, Williamsport, 
February 12, Drs. Albert F. Hardt, Williamsport, and Edward 


Weiss, Philadelphia, spoke on “Points in the Diagnosis and 
Treatment of Acute Abdominal Disease” and “Recent Advances 
in Our Conception of Kidney Diseases,” respectively. Case 
reports comprised the meeting of the Muncy Valley Medical 
Association, January 20; the speakers were Drs. Harold F. 
Baker, Muncy, and Amos V. Persing, Jr., Allenwood. —— 
“Medical Science and Medical Art” was the subject of 
Dr. Edward J. G. Beardsley, Philadelphia, before the Cambria 
County Medical Society, February 11; “Research and Study: 
A Review” was discussed by Drs. Leo W. Hornick, Kent A. 
Bowman and Calvin C. Rush, Johnstown.——At the meeting 
of the Delaware County Medical Society, February 11, Drs. 
John S. Eynon and Abraham Maxwell Sharpe, Chester, spoke 
on “Diagnosis and Treatment of Bone Tumors” and “X-Ray 
Aspect of Bone Tumors,” respectively. Among others, J. 
DeHaven Ledward, Esq., Chester, addressed the annual meet- 
ing of the society, January 14, on “Expert Testimony.” 


Philadelphia 


Society News.—The Philadelphia County Medical Society 
will hold a medical-dental night, February 24; the speakers will 
be Dr. Alfred Hess, New York, on “Nutritional Factors in 
Relation to Dental Caries” ; Dr. Collin Foulkrod, “Nutrition 
of the Pregnant Woman in Its Relation to Dental Health and 
Disease of Mother and Child,” and Percy R. Howe, D.D.S., 
Boston, “Nutritional Aspects of Dental Disturbances.” Dr. 
Temple S. Fay delivered the weekly graduate seminar of the 
society, February 19, on “Intracranial Pressure Problems as 
Related to the General Practitioner.” 

Personal.— Dr. David H, Bergey,. formerly professor of 
hygiene and bacteriology, University of Pennsylvania School 
ot Medicine, has been appointed director of research in biology 
at the National Drug Company.——Dr. Catharine MacFarlane, 
head of the department of gynecology, Woman's Medical Col- 
lege of Pennsylvania, was recently elected a fellow of the 
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Philadelphia College of Physicians. Dr, MacFarlane is said 
to be the first woman SO honored in the history of the college, 
which was organized in 1787. —— Joseph W. E. Harrisson, 
Pharm.D., has been appointed lecturer in physiologic assaying 
at the Philadelphia College of Pharmacy and Science: 

Changes in Health Department.—Dr. Seth A. Brumm has 
been appointed chief of the division of communicable diseases 
of the Philadelphia Department of Public Health. The divi- 
sion of tuberculosis, as such, has been abolished, and its admin- 
istration transferred to the division of communicable diseases. 
The change in administration discontinues Dr. Charles J. 
Haines, former chief of the division of communicable diseases, 
and Dr. Abraham J. Cohen, former chief of the division of 
tuberculosis. Three hundred and seventy-six employees were 
dropped from the department of public health, February 1. 
This revamping was necessary to operate the department 
effectively and economically, it was said. 

Memorial to Dr. Sailer—A marble memorial tablet and 
an endowment for a bed were presented to the Children’s 
Heart Hospital, February 4, in honor of Dr. Joseph Sailer, 
founder of the hospital. The memorial was the gift of frie 
of Dr. Sailer from all over the country. Dr. Truman G. 
Schnabel made the presentation, and a eulogy of Dr. Sailer 
and his work was given by Dr. Wilmer Krusen. The hospital 
has a present capacity of 50 beds, but plans are being laid for 
the erection of additional wings and the ultimate enlargement 
of facilities to 200 beds. Dr. Sailer, who died in 1928, was 
professor of clinical medicine at the University of Pennsylvania 
School of Medicine. He was chairman of the Section on 
Gastro-Enterology and Proctology of the American Medical 
Association, 1927-1928, 


TENNESSEE 


University News.— The Rockefeller Foundation recently 
granted $250,000 to Vanderbilt University School of Medicine 
for a research fund, with the understanding that a supplemen- 
tary amount shall be secured by the authorities of the school. 
An appropriation of $50,000 was made by the General Educa- 
tion Board for the medical library. The research fund will be 
divided and distributed over a period of eight years, while the 
medical library grant will be distributed over a period of four 
years. Dr. Thomas S. Cullen, professor of clinical gynecology, 
Johns Hopkins University School of Medicine, delivered the 
Phi Beta Pi lecture at Vanderbilt University School of Medi- 
cine, February 16, on “Gynecology of Yesterday and of Today:” 

Society News.— About 300 health workers attended the 
annual conference of health workers in Nashville, January 
18-20, under the chairmanship of Dr. Eugene L. Bishop. 
Among speakers were Dr. John A, Ferrell and Louis I. Dublin, 
Ph.D., both of New York; Dr. Clifford E. Waller and 
Dr. Walter T. Harrison of the U. S. Public Health Service, 
and J. A. Le Prince, sanitary engineer of the public health 
service, Subjects discussed included control of tuberculosis, 
diphtheria, venereal disease and malaria, sanitation, city and 
county health work, vital statistics, maternal and infant mor- 
tality and typhoid in rural and urban areas.——Dr. William 

Hickerson, Nashville, addressed the Williamson County 
Medical Association in January on tuberculosis in Tennessee. 
— —Dr. Manton L. Shelby, among others, addressed the Mont- 
gomery County Medical Society, Clarksville, January 20, on 
myelogenous leukemia. —— Dr. Carl R. Crutchfield addressed 
the Nashville Academy of Medicine, February 5, on “Spinal 
Anesthesia,” with report of more than 250 cases. 


VERMONT 


Personal.—Dr. Charles Gordon Abell, Enosburg Falls, has 
been appointed a member of the state board of health to’ suc- 
ceed Dr. Edward J. Rogers, Pittsford, who resigned recently. 
Dr. Rogers had been a member of the board for nine years and 
chairman for several years. Dr. Merritt H. Eddy, Middle- 
bury, celebrated his ninety-ninth birthday, January 25; he is 
a to be the oldest licensed, practicing physician in New 
England. On his ninety-eighth birthday Dr. Eddy laid the 
cornerstone for the New England Medical Center in Boston 
(Tue JourNnat, March 28, 1931, p. 1091). 


GENERAL 


Examination in Otolaryngology.—The American Board 
of Otolaryngology will hold an examination, September 17, at 
the Royal Victoria Hospital, Montreal. Application blanks 
may be procured from the secretary, Dr. William P. Wherry, 
1500 Medical Arts Building, Omaha, Neb. The meeting of the 
American Academy of Ophthalmology and Otolaryngology will 
be held in Montreal, September 19-23, with headquarters in 
the Mount Royal Hotel. 


650 


Four Weeks of Automobile Fatalities.— The U. S. 
Department ot Comme rce announces that, during the four weeks 
ended January 23, eighty-three large cities in the United States 
reported 867 deaths from automobile accidents, as compared 
with 742 deaths during the four weeks ended Jan. 24, 1931. 
Most of these deaths were the result of accidents that occurred 
within the corporate limits of the city, although some accidents 
occurred outside the city limits. For the fifty-two week periods 
ended Jan. 23, 1932, and Jan. 24, 1931, the totals for all the 
cities were, respectively, 9,140 and 8,927, which indicates a 
recent rate of 25.6 per hundred thousand of population. 

Celebration of Discovery of Tubercle Bacillus. — In 
celebration of the fiftieth anniversary of Robert Koch's 
announcement of his discovery of the tubercle bacillus, a spe- 
cial translation of Koch’s original paper of March 24, 1882 
(Berl. klin. Wehnschr. 19:221-230, 1882), published for the 
first time in English, is being printed by the National Tuber- 
culosis Association. A copy “will be given free to each senior 
student in every grade A medical college in the United States. 
It is planned to have another edition of the booklet for sale and 
distribution through state tuberculosis and health associations. 
The association is also planning to observe the anniversary 
nationally through newspapers, news reels and_ broadcasting, 
and will provide special material and suggestions to assist 
local societies in working up a program. The bulletin of 
the association points out that Koch’s anniversary precedes 
the beginning of the annual early diagnosis campaign by seven 
days. 

Pacific Coast Surgical Association.—The seventh annual 
meeting of the Pacific Coast Surgical Association will be held 
at the Biltmore Hotel, Santa Barbara, Calif., February 25-27, 
under the presidency of Dr. Rea E. Smith, Los Angeles. 
Speakers will include Drs. Park Weed Willis, Seattle, on 
“A ppendicitis—W hen to and When Not to Operate’; Richard 
B. Dillehunt, Portland, “Reconstruction of Disabled Elbows in 
Children”; Samuel L. Caldbick, Everett, Wash., “Endothelioma 
of the Stomach”; Horace G. Wetherill, Monterey, Calif., “Sur- 
gical Aspects of the Treatment of Mental Defectives, Sexual 
Perverts and Criminals”; Albert J. Scholl, Jr., Los Angeles, 
“The Ureter After Nephrectomy,” and Karl Meyer, Ph.D., 
San Francisco, “Newer Knowledge of Tetanus.” Prof. Shiota 
Matsuoka of the University of Tokyo, Japan, will address a 
meeting, Wednesday evening, on “A (Comparison of Surgical 
Methods Used in Japan and America.” An extensive program 
of entertainment has been arranged. 


Phillips Memorial Prize Awarded to Dr. Avery.—The 
American College of Physicians has selected Dr. Oswald T. 
Avery of the Rockefeller Institute for Medical Research, New 
York, as the recipient of the first John Phillips Memorial 
Prize. This award of the sum of $1,500 was established by 
the college to perpetuate the memory of Dr. John Phillips, 
Cleveland, who lost his life in the Cleveland Clinic disaster, 
May 15, 1929. The presentation will be made to Dr. Avery 
during the annual clinical session of the college in San Fran- 
cisco, April 6, when he will deliver an address on “The Role 
of Specific Carbohydrates in Pneumococcus Infection and 
Immunity.” The recommendation of the committee which made 
the selection cites Dr. Avery's work on the pneumococcus, 

“beginning with the discovery of the type-specific soluble cap- 
sular polysaccharides and culminating in the discovery of a 
bacterium producing an enzyme which splits the polysaccharides 
of type 3 pneumococcus in vitro, thus rendering it susceptible 
to phagocytosis and thereby protecting the animals iniected 
with it. 

Medical Biils in Congress.—Change of Status: 5S. 100 
has been favorably reported to the Senate, amending the laws 
of the District of Columbia relating to degree- -conterring insti- 
tutions so as to authorize any institution heretofore incor- 
porated under such laws, operating exclusively in a foreign 
country, to use the words “American,” “Federal,” etc., in its 
title (Senate Report No. 236). H. R. 4724 has been favorably 
reported to the House, without amendment, conferring the 
benefits of hospitalization and the privileges of soldiers’ homes 
on certain persons who served in the Quartermaster’s Corps 
or under the jurisdiction of the Quartermaster General during 
the war with Spain, the Philippine insurrection or the China 
relief expedition (House Report No. 432). Bills Introduced: 
S. 3226, by Senator Sheppard, Texas, to extend the benefits 
of the Emergency Officers’ Retirement Act to provisional offi- 
cers of the Regular Establishment who served during the 
World War. S. 3530, by Senator Blaine, Wisconsin, to amend 
the Longshoremen’s and Harbor Workers’ Compensation Act 
so as to deny compensation to an employee who pie ae | 
refuses to submit to medical or surgical treatment. S. 3591, 
by Senator McGill, Kansas, to amend the World War v, eterans’ 
Act to provide, among other things, that in considering claims 
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the same credence shall be given to the statements of physi- 
cians in private practice as is given to the statements of 
physicians attached to the Veterans’ Administration, “and the 
statements of lay physicians shall be presumed to be true until 
proven false.” H. R. 8979, by Representative Johnson, Okla- 
homa, and H. R. 8993, by Representative Cartwright, Okla- 
homa, to liberalize the disability allowances for veterans of 
the World War suffering from disabilities contracted in civil 
life. H. R. 9139, by Representative Kahn, California, to erect 
a veterans’ hospital in California to be used exclusively for 
women veterans. 


FOREIGN 


Sir Norman Walker Elected President of British 
Council.—Sir Norman Walker, Edinburgh, was elected presi- 
dent of the General Medical Council of Great Britain at its 
meeting in London, recently, succeeding Sir Donald Mac- 
Alister, whose health has been impaired by a long illness. Sir 
Norman has served as direct representative on the council for 
Scotland since 1907. He was president of the Royal College 
of Physicians of Edinburgh from 1929 until Dec. 3, 1931, when 
Dr. Robert Thin was elected to succeed him. In connection with 
his work for the council he has visited India, Canada and the 
United States. In 1928 he was the guest of the Council on 
Medical Education and Hospitals of the American Medical 
Association at the annual congress. Sir Donald MacAlister 
had been president of the council since 1904 but had been a 
member since 1889, a total service of forty-two years. 

Medical Relief in China’s Flood District.—The depart- 
ment of hygiene and sanitation of the National Flood Relief 
Commission has devoted its efforts in the recent Yangtze River 
disaster to three main features: prevention of epidemics, public 
sanitation and medical relief. With a personnel of 72 physi- 
cians, 11 pharmacists, 65 nurses, 4 sanitary engineers, 72 sani- 
tary inspectors, 25 secretaries and others, the department is 
maintaining six centers, of which the largest is in the Wu-Han 
area. Dysentery, malaria and typhoid appeared in epidemic 
proportions, according to the National Medical Journal of 
China. Thousands of inoculations for cholera and typhoid have 
been given; although cholera appeared in September, it abated 
with the coming of cooler weather. The winter was expected 
to bring louse-borne diseases such as typhus and relapsing 
fever in greater number, however. In view of the enormity of 
the task confronting the department, medical schools were 
requested to close temporarily in order to release both staff 
and students to participate in an antiepidemic campaign on a 
national scale. 

Foreign Schools Restrict American Applicants. —A 
warning to American students, who are said to be flocking in 
great numbers to foreign medical schools, was contained in 
the January issue of the bulletin of the Institute of Interna- 
tional Education. It is said that nearly 1,000 Americans were 
studying in schools of Europe and Canada alone last year. 
A study of the situation has shown that the majority of these 
students are those who have been refused admittance to Ameri- 
can medical colleges. It appears that although the United 
States has the largest relative supply of physicians of any 
country in the world and that there is no apparent need for 
more, these facts are not a deterrent to the numbers of young 
persons who wish to study medicine. Within the past two 
years European schools have taken drastic measures to reduce 
the number of applicants. According to the bulletin, more than 
200 were rejected at Edinburgh and the same number at Aber- 
deen, while Glasgow has had an American quota for two 
years. The hope is expressed that in the interest of the stu- 
dents themselves and of international good will, vocational 
advisers in colleges will present these facts with frankness to 
aspirants for the medical profession. 

Society News.—The second General Congress on Child 
Welfare will be held in Geneva, Switzerland, July 18-21. The 
work of the congress will be divided into three sections as 
follows: section l, comparative study of experience in connec- 
tion with children placed in foster homes and _ institutions; 
section II, the preschool child and section III, the post-school 
child. Further information may be obtained from the secre- 
tariat of the congress, care of the Save the Children Interna- 
tional Union, 31 Quai du Mont-Blanc, Geneva. —— An 
international congress on biliary lithiasis will be held at Vichy, 
France, September 19-22, under the chairmanship of Professor 
Carnot of the French Academy of Medicine. The congress 
will be divided into four sections: medicine, surgery, thera- 
peutics and hydrology, and electroradiology and physical 
therapy. Papers are limited to five pages of forty lines each 
and must occupy only ten minutes’ reading time. Full infor- 
mation may he obtained from the General Secretariat of the 
congress, 24 Rue des Capucines, Paris. Sir Hubert Bond 
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delivered the twelfth Maudsley Lecture of the Royal Medicoe 
Psychological Association of England, Nov. 24, 1931, on the 
lite and work of Maudsley——The second assembly of the 
International Association of Prophylactic Pediatrics will be held 
in July at Geneva, Switzerland, under the chairmanship of 
Dr. Taillens. Topics to be discussed include infant mortality 
during the first week of life, prophylaxis of tuberculosis in 
schools, prophylaxis of syphilis in infants, control and regula- 
tions on milk to be given to infants, and respiratory diseases 
in young children ——tThe first national congress of the Italian 
Society of Oral Surgery and Dentofacial Orthopedics will be 
held at the University of Parma in May. This society was 
organized in November, 1931, in Parma, with Dr. Paolucci as 
honorary president. —— The third International Congress on 
Sanitary Technic and Urban Hygiene, which will be held in 

yons, France, March 7-10, will be organized in six sections, 
as follows: transport hygiene, hygiene of habitations and places 
of assembly, hospitals and social work, atmospheric problems, 
disinfection and industrial hygiene, and prevention of accidents. 
There will also be an exhibit on these subjects. Information 
will be sent on application to Professeur Garin, commissionaire 
général, rue Ménestrier, Lyons.——The Indian Medical World, 
published in Calcutta, has changed its name to the Journal of 
the Indian Medical Association. The new name was first use 
with the issue of September, 1931. 


Government Services 


Surgeon General Cumming Reappointed 

President Hoover has reappointed Dr. Hugh S. Cumming 
for another term of four years as surgeon general of the U. S 
Public Health Service. The nomination was confirmed by P 
Senate, January 28. General Cumming was originally appointed 
to this position in February, 1920. e was born in Virginia, 
Aug. 17, 1869, and entered the public health service as assistant 
surgeon in 1894. On completion of his present reappointment, 
General Cumming will have served continuously in this oflice 
for sixteen years. 


Army Personals 


Lieut. Orlo C. Paciulli, relieved at Fort Crook, Nebraska, 
and assigned to duty in the Panama Canal Department, effec- 
tive about March 10; Major James Hall, Fort Brown, 
Texas, for the convenience of the government, proceeded to 
his home about November 17 to await retirement; Major Fred- 
erick H. Sparrenberger and Capt. Harvey I. Rice, having been 
found incapacitated for active service on account of disability 
incident thereto, their retirement is announced; Majer Myron 

Rudolph, on completion of present tour of foreign service, 
is assigned to duty in the Philippine Department; Capt. James 
QO. Gillespie, on completion of present tour of foreign service, 
is assigned to duty at Fort Sam Houston, Texas; Col. Howard 
H. Baily, for the convenience of the government, proceeded to 
his home about Dec. 11, 1931, to await retirement; Capt. Lonzo 
R. Bice, having been found incapacitated for active service on 
account of disability incident thereto, and such finding having 
been approved by the President, his retirement is announced, 
effective Dec. 31, 1931. The following named officers, on com- 
pletion of their present duties, will sail for the Philippine 
Department, about April 29: Majors Ralph E. Henry, Fort 
Thomas, Kentucky; John F. Lieberman, Washington, D. 
Charles H. Lovewell, Fort Snelling, Minnesota ; ‘Robert Mal. 
colm, Fort Moultrie, South Carolina; Irwin B. Smock, Fort 
Ethan Allen, Vermont, and Capts. Roary A. Murchison, Fort 
Benning, Georgia, and John R. Wood, Fort Hamilton, New 
York; Lieut. Col. Morrison C. Stayer, from Fort Benning, Ga., 
to Carlisle Barracks, Pa.; Major Dennis W. Sullivan, from 
Carlisle Barracks to Fort Sam Houston, Texas; Capt. Charles 
S. Sly, relieved from duty in the Hawaiian Department and 
assigned at Letterman General Hospital, San Francisco; Major 
Cyrus B. Wood, relieved at Army Medical School, W ashing- 
ton, D. C., and assigned to duty in the Hawaiian Department, 
about June 18; Major Sidney L. Chappell, on completion of 
tour of foreign service, and assigned to duty at the Army 
Medical Center; Major Patrick S. Madigan, relieved at Walter 
Reed General Hospital, Washington, D. C., and assigned to 
duty in Balboa Heights, C. Z.; Major Lucius F. Wright, 
relieved at Fort Williams, Maine, and assigned in the Hawaiian 
Department; Capt. Jack W. Schwartz, relieved at Fort Slocum, 
New York, and assigned in the Philippine Department; Major 
(harles M. O’Connor, Jr., relieved at the general dispensary, 
Washington, D. C., and assigned to Balboa Heights, C. Z. 
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LONDON 
(From Our Regular Correspondent) 
Jan. 16, 1932. 
Nutritional Anemia in Infancy 


Before the war the form of anemia termed chlorosis was 
common among young women, especially those employed in 
shops and domestic service, but in consequence of better hygienic 
conditions this disease has disappeared. Through an investiga- 
tion for the medical research council, Dr. Helen Mackay has 
shown that a not dissimilar anemia is prevalent among the 
infants of London, whether breast or bottle fed, and readily 
curable by administration of iron (with perhaps minute quan- 
tities of copper and manganese). The disease occurs in infants 
not obviously suffering from any other disease, acute or chronic, 
though it is frequently associated with bacterial infections and 
has therefore been termed simple anemia. Other terms that 
have been used by various writers are nutritional anemia, 
alimentary anemia of infective origin, cow’s milk anemia, 
chlorotic anemia of infancy, oligosideremia and anemia of pre- 
mature infants. All these show a similar blood picture, chlorotic 
in type; i. e, reduction of the hemoglobin percentage, often 
with little other change. Thus they constitute a single form of 
anemia. Bunge showed in 1902 that infants are dependent on 
the store of iron in the liver at birth, since the quantity in milk, 
human or cow’s, is inadequate to provide the amount required 
for growth. Recent American experimental work goes to show 
that traces of copper and manganese are important in the cure 
of the “milk anemia” of young animals. The normal level of 
hemoglobin at birth appears to be not less tnan between 120 
and 140 per cent; toward the end of the first month it sinks 
to not less than 99, in the second month to not less than 8&2, 
and in the third month to not less than 69. Thereafter the 
hemoglobin begins to rise, and from the sixth to the twelith 
month it is not less than 80. 


THE PREVALENCE OF ANEMIA IN INFANCY 

Taking hemoglobin 10 per cent below normal as indicating 
anemia, 45 per cent of breast-fed infants under 12 months of 
age who were brought to clinics in the east end of London and 
51 per cent of those artificially fed were anemic. At the begin- 
ning of the second year the figures were 42 and 70 per cent. 
Much of the anemia was of mild grade and might be considered 
unimportant had it not been shown to be responsible for much 
ill health. Nearly every premature infant and most twins 
acquired anemia, if untreated. In Vienna a worse grade of 
anemia was found than in London and the disease has also 
been observed in Berlin and New York. The anemia is equally 
common in summer and in winter. 


ETIOLOGY 


Why iron deficiency should occur in full-term infants on 
breast milk is still a riddle. It may be due to deficient store 
in the liver or to wasteful utilization, or there may be some 
controlling factor, comparable with vitamin D in calcium and 
phosphorus metabolism. Maternal factors may influence the 
amount of iron stored in the liver. Milk anemia may be pro- 
duced in the young of experimental animals if the diet of the 
mother is deficient in iron. But anemia develops in infants 
whose mothers have had a mixed diet, including meat and 
green vegetables. The smaller the infant at birth the greater 
the likelihood that it will develop anemia, for the more rapidly 
will be the rate of growth relative to the initial weight and the 
more quickly will the iron store in the liver be exhausted. For 
the same reason the premature infant is liable to develop anemia. 
Diseases due to a great variety of causes, from hemorrhage to 
sepsis, may lower the hemoglobin level and create a call on 
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the iron store of the liver which cannot be met. Anemia is 
more frequent in infants fed on cow’s milk than in the breast 
fed because the iron intake is smaller and the percentage of 
retention less. If a diet low in iron, for instance one largely 
of milk and cereal, is continued after infancy the anemia will 
increase. Neither sunshine sufficient to tan the skin nor arti- 
ficial light therapy has any curative or prophylactic value, 


SYMPTOMS AND COURSE 


Nutritional anemia is insidious in onset, and advice is often 
sought only for an intercurrent infection, Pink cheeks from 
an outdoor life or even a flushed skin from being near a fire 
may completely mask a hemoglobin level of 50 per cent. On 
the other hand, a child living in a dark basement may look 
pale though its hemoglobin is 80 per cent. The color of the 
lips is the best clinical indication, but unless anemia is severe, 
it is seldom possible to be dogmatic without examination of the 
blood. Nutritional anemia generally begins in breast-fed infants 
between the ages of 4 and 7 months. If the infant is weaned 
and given a mixed diet when between 8 and 9 months of age, 
improvement begins at about 10 months. In artificially fed 
infants the onset is earlier. The most important feature of this 
anemia is susceptibility to infections—colds, otorrhea, bronchitis 
and enteritis—which tend to become chronic and increase the 
death rate. The palish, fat infant is liable to pneumonia and a 
had subject. 

TREATMENT 

All artificially fed and many breast-fed infants should be 
treated prophylactically, especially if the birth weight is low, 
and the treatment should be continued until the age of 12 months. 
fron and ammonium citrate is a good preparation, as it usually 
contains traces of copper and manganese. It can be given in 
a sweetened mixture (1% grains to the drachm) or incorporated 
in the dried milk used for feeding. The mother is told to begin 
with a few drops thrice daily, increasing gradually to 1 and 
then to 144 drachms or more. For an infant weighing under 
10 pounds, 414 grains of the salt daily is probably sufficient. 
The mixture can be added to the feed, but it is important to 
begin the iron treatment gradually; otherwise, colic, vomiting 
or diarrhea may be produced. The treatment will raise the 
hemoglobin level of most infants over 5 months of age to the 
neighborhood of 80 per cent and increase the resistance to 
disease. Treatment should be begun before the age of 2 months, 
in premature infants at 4 weeks, and in infants who have lost 
blood from hemorrhagic disease a few days after the bleeding 
has ceased. Naturally, caution is required and the treatment 
should be even more gradual than in ordinary cases. Curative 
treatment should follow the same lines as prophylaxis, but the 
doses may be pushed higher, especially in older infants. It is 
dificult to understand why so many writers say that iron is 
ineffectual. The explanation of failures may be too short a 
period of treatment (little effect may be produced for a month 
or longer), pyogenic infections or alimentary disturbances, or 
the use of iron salts of low solubility or of absolute chemical 
purity. 

Lectures to Graduates on Sundays 

A recent development of postgraduate teaching in London is 
a course of lectures on Sunday at Charing Cross Hospital. The 
idea evidently is that Sunday is a convenient day for many busy 
physicians who would have difficulty in attending on week days. 
The present course runs from January 17 to March 20. Two 
lectures are given each Sunday, at 10:45 and 11:45 a. m. 


London’s Great Nursing Home 


The London Clinic and Nursing Home, which will soon be 
ready to receive patients, will supply a great want. Outside 
the voluntary hospitals there has been little provision for per- 
sons of moderate means requiring medical or surgical treatment 
of a specialized kind. The home has been planned to supply 
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this want. It is the largest nursing home ever built in this 
country. It combines the resources of a modern hospital with 
that of a first class hotel. There are luxury suites for patients 
who can pay for them, but a large number of the rooms are 
intended for middle class persons at an inclusive cost of $24 
weekly. The only possible extra is the use of the operating 
theater, and this point remains to be settled. Mr. Ernest 
Morris, the house governor, who made his reputation in a 
similar position at the London Hospital, has the desire to be 
able to present what he describes as “a one-line bill” to those 
who use the home. There will be accommodations under one 
roof for thirty-six consulting physicians and surgeons, who will 
each have his own consulting suite with an entrance in Harley 
Street, complete equipment for comprehensive examination; and 
rooms for 214 patients. The site of the area of building is 
2 acres and there are ten floors. Vibration and noise are prac- 
tically eliminated by a special padded foundation, and the cor- 
ridors, whose total length is a mile, are laid with rubber. Novel 
features have been introduced for such matters as ventilation. 
To secure the maximum of fresh air when weather conditions 
are suitable, the sashes of the patients’ windows can be lowered 
below the sill. Each room has running hot and cold water, 
bath, lavatory and telephone. All furniture is of walnut or 
African mahogany and is covered with cellulose, which can 
easily be washed, avoiding the need of polishing. While scrupu- 
lous attention has been given to hygiene, everything has been 
done to remove as far as possible the atmosphere of a hospital. 
It is believed that this must have an important psychologic 
effect on patients. There are no bells or buzzers. A patient 
wishing to call a nurse presses a button, and a colored light 
flashes out over the door in the corridor. The home has seven 


‘operating theaters, two labor wards on the maternity floor, a 


special theater for nose and throat patients, and a dental room. 
The theaters are installed on the eighth floor in order to secure 
absolute silence; each has a north light. The latest equipment 
has been installed for research and treatment—radium, x-rays 
high voltage roentgen therapy, actinotherapy, various forms of 
baths, and laboratories. Two resident medical officers have 
been appointed, and there will be a staff of 200 nurses. The 
thirty porters and attendants are all ex-service men, of whom 
four have been put through a course of intensive training in 
operating theater work at the London Hospital. The home will 
be available for the patients of all physicians, who can look 
after them and call in the services of a consultant with the 
same freedom as in any other nursing home; but the use of 
the operating theaters for major operations will be limited to 
surgeons on the staff of the great teaching hospitals. The cost 
of the buildings has been $2,000,000; of the furniture and equip- 
ment, $150,000, 


The Jews in English Medicine 

The prospects of Anglo-Jewry contributing leading scientists 
in the sphere of medicine, such as have appeared on the conti- 
nent, were discussed at the annual dinner of the London Jewish 
Hospital Medical Society. Lord Moynihan, who was the guest 
of honor, said that the instrusion of the Jew into science had 
been a matter of great interest to him, for, after all, the striking 
thing about the Jew was not so much his zest for knowledge as 
his zeal for righteousness, and when that zeal was carried out, as 
it had been by many Jews of quite first rank in medicine and 
surgery, it had given to their practice a kind of intellectual integ- 
rity that he thought was quite distinctive. Dr. A. Goodman 
Levy said that it was remarkable that English Jews had so far 
failed to attain that degree of fame attained in medicine by their 
continental brethren. They had no men to compare with such 
famous names as Cohnheim, Ehrlich, Politzer, Nidal, Wasser- 
mann, Israel, Schiff, Haffkine, Besredka, Freud, Landsteiner and 
Baginsky. Was this due to the lack until recent years of a 
Jewish hospital in England? 
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PARIS 
(From Our Reoular Correspondent) 
Jan. 6, 1932. 
A New Antidiphtheritic Serum 


Dr. Marquézy has presented to the Academy of Medicine a 
new antidiphtheritic serum, which possesses curative properties 
superior to those of the existing serums. The new serum is 
prepared by injecting into horses a mixture of diphtheria toxin 
and antitoxic serum. The injections are made subcutaneously 
over a period of several weeks, the antitoxin at first predominat- 
ing but then gradually diminishing and giving way to the pure 
toxin. The toxin utilized is derived simultaneously from 
strain 8 of Park and Williams and from bacilli isolated from 
the throats of subjects affected with malignant diphtheria. The 
serum is prepared not solely from the diphtheria toxin but, also 
from living micro-organisms that are injected into the horse 
along with the toxin. It is therefore both antitoxic and anti- 
microbic. Before it is used on man, it is deprived of its proteins 
and then concentrated by means of the physicochemical technic 
of electro-osmosis. Its injection produces slight or no reactions. 
It has been employed by Dr. Marquézy in 200 cases of diphtheria 
observed in the Hopital Trousseau from April, 1930, to Novem- 
ber, 1931. The serum is supplied by the Clin Laboratories, in 
ampules containing 10 cc. and titrating from 5,000 to 10,000 
antidiphtheria units. A cure was effected, in spite of some 
cardiac disorders and paralysis of the palatine velum, in all 
but eighteen cases of hypertoxic diphtheria which proved 
rebellious, no matter how large the doses given or the early 
nature of the injection, even when the false membranes had 
disappeared and the appearance of the throat was again normal. 
It seemed in these unfortunate cases that the toxin was present 
in enormous quantities from the start and was fixed early. 


A Method for Demonstrating the Arterial System 

The Academy of Medicine gave a warm reception to Prof. 
Pedro Belou of Buenos Aires, who came to present a collection 
of anatomic preparations constituting an important aid for the 
study of the arterial network of the body. This network is 
rendered visible in its fimest ramifications and in all parts ot 
the body, including the delicate regions of the nervous system 
and of the organs of sense. Belou employs the Spaltholz method 
to render the tissues absolutely transparent but injects first 
into the arterial network a gelatinous solution containing a 
carefully determined percentage of minium, which penetrates 
to the precapillary network. The examination of preparations 
is carried out by means of roentgenography and stereoscopy, 
which furnishes anatomic plates of a perfection surpassing any- 
thing heretofore accomplished. The Academy congratulated 
Professor Belou, who, moreover, in passing through Bordeaux 
had been so thoughtful as to present to the Faculté de médecine 
of that city a bronze plaquette, purchased with funds subscribed 
by the physicians and students of the Argentine Republic, in 
memory of Professor Testut, who was a French master of 
anatomy. 


Treatment of Tuberculosis by the Finikoff Method 

For several years a trial of the method of Professor Finikoff 
of Leningrad for the treatment of tuberculosis of the bones and 
joints has been carried on in the surgical department of 
Professor Delbet in Paris. The treatment consists in the use 
ot iodine dissolved in cod liver oil and calcium salts. The 
experiment now appears to be sufficiently conclusive to justify 
Delbet in making a report to the Academy of Medicine. The 
statistics cover 160 cases, which produced 126 lasting cures, 
twenty-four notable aumeliorations and only six failures. All 


these results have been obtained in grave cases in adults, and | 


even in aged men, without any operation and without immo- 
bilization of the limbs. The cures have persisted from three 
to six years since the cessation of treatment in cases in which, 
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for the most part, mutilating operations or permanent ankyloses 
would have inevitably resulted if the ordinary methods had been 
followed. 


Attitude of Academy Toward Scientific Discoveries 

The question of protection for scientific property, which was 
brought before the Academy of Medicine several months ago, 
has been considered with great care by a committee composed 
of Messieurs d’Arsonval, Hanriot, Bezancon, Léon Bernard 
and Madame Curie. The question involves a plan of protecting 
the property rights of scientists in their discoveries, just as the 
property rights of authors in their books have been recognized 
and protected. The question is not as simple as it appears. The 
question of property rights to scientific discoveries has only an 
academic interest until the discovery has had commercial appli- 
cations. When that time comes, it is usually evident that such 
applications have as their point of departure not a single dis- 
covery of one scientist but the successive researches of many 
scientists and of different countries. The rights of the scientist 
would have no legal basis unless the scientist made an official 
declaration and took patents for each of his discoveries. There 
is, however, much that is likely to remain forever in the 
domain of pure science without any commercial application ever 
developing. In order to safeguard in the future a hypothetic 
property, a scientist during his whole career would thus be 
compelled to observe many expensive formalities, which for the 
most part would be of no intrinsic value. Scientists cannot all 
afford the luxury of 1,400 patents, as did Edison. The Academy 
received first a report from Madame Curie, who decided in 
favor of protecting the rights of the scientists. Mr. Fourneau, 
who holds patents for his dicovery of stovaine and its deriva- 
tives, unexpectedly raised objections that retarded somewhat 
the work of the committee. The committee, however, set aside 
the objections of Fourneau as foreign to the subject; for they 
centered about a vast plan for the reorganization of the work 
in the laboratory of the faculties of medicine, which he con- 
sidered entirely too numerous and wished to see centralized in 
a much smaller number of laboratories with larger endowments. 
At the session of December 29, the Academy adopted the fol- 
lowing resolution: “The Academy declares in favor of the 
recognition of the property rights of scientists and expresses 
the desire that the recognition of these rights be speedily pro- 
claimed through the initiative of the public authorities.” 
Recently the general assembly of the British Medical Associa- 
tion rendered just the opposite decision, having declared that 
it is contrary to the interests of the general public to restrict 
by any means whatever the use of a remedy or of any instru- 
ment or useful instrumentation. The French thesis, however, 
is that the levying of this tribute should be made on the com- 
mercial enterprises that make fortunes out of the research of 
scientists. 

The Centenary of Félix Guyon 

The hundredth anniversary of the birth of the French urolo- 
gist Félix Guyon was commemorated by special ceremonies, held 
at the Academy of Medicine, of which Guyon was once presi- 
dent, and at the Hopital Necker, where he created the first 
chair of clinical instruction in urology and where he taught for 
nearly forty years. Professor Legueu, who was a favorite pupil 
of Guyon and who now occupies Guyon’s chair, delivered a 
eulogy on his teacher and traced the various stages in his career. 
In the audience were teachers of the Faculté de médecine, 
representatives of the university, the ministry of public instruc- 
tion and ministry of public health, the director of the Assistance 
publique in Paris, and a large group of urologists who came 
from Paris, the provinces and foreign countries. Professor 
Hogge of Liége then spoke in the name of the foreign pupils 
of Guyon, Short addresses were delivered also by Professor 
Pousson of Bordeaux, Dr. Michon, Dr. Pasteau, Dr. Mirallié 
of Nantes, where Guyon began his studies, and Professor 
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Balthazard, dean of the Faculté de médecine. On this occasion 
the minister conierred on Professor Hogge the insignia of an 
officer of the Legion of Honor, 


Death of Professor Rémond 

The death of Professor Rémond of Toulouse, at the age of 68, 
is announced. Professor Rémond was born at Metz and studied 
medicine in Nancy, and later in Paris, where he became one of 
the most brilliant pupils of Professor Debove. He was appointed 
associate professor, and later professor, of the clinical aspects 
of mental diseases, at the Faculté de médecine in Toulouse. He 
was the author of many works dealing with his specialty. He 
published a “Manual of Mental Diseases,’ which is a classic 
in France, and also a French translation of the large treatise 
of Kraft-Ebing. 


ITALY 
(From Our Regular Correspondent) 
Dec. 15, 1931. 
Congress of Internal Medicine 

The Societa italiana di medicina interna held recently its 
thirty-seventh national congress in Bari. Prof. Francesco Galdi, 
director of the Clinica medica of the Universita Adriatica, was 
chairman of the committee on organization, 


DIABETES 

Prof. Luigi Zoia of Milan, who presented a paper on diabetes, 
first considered the meaning of the regulation of exchange, regu- 
latory centers, harmonic equilibrium and vegetative tonus. The 
endocrine glands have a functional tonus independent of one 
another; yet.the resultant of their action is determined by their 
mutual influence on one another. This mutual influence is 
observable also with reference to the suprarenal glands and the 
islands of Langerhans, which function correlatively but each one 
according to its own proper tonus, which clearly appears espe- 
cially under pathologic conditions. The particular chemicophysi- 
cal constitution of the protoplasm of every individual determines 
the tonus of the neurovegetative system and of the endocrine 
glands. The most important examination in the presence of 
glycosuria is the determination of the blood sugar. There may 
be glycosuria with normal blood sugar (renal diabetes of 
Klemperer) or glycosuria with hyperglycemia, the most common 
example of which is pancreatic diabetes. These two forms are 
frankly distinct in their clinical course and their indicated treat- 
ment. In glycosuria with normal blood sugar, no notable alimen- 
tary restrictions are imposed nor is insulin treatment employed. 
The treatment of glycosuria with hyperglycemia is based, how- 
ever, on the restricted diet and on the administration of insulin. 
In glycosuria with normal blood sugar not only is the glycemic 
curve with reference to sugar normal but also the Delpish and 
Hasenhorl, the Staub and the Radoslaw tests are normal. The 
renal threshold for sugar depends on the peculiar qualities of the 
individual. It is lower in persons with an increased vagal tonus 
but higher in persons with a high tonus of the sympathetic nerve. 
It has not yet been ascertained whether in the blood and in the 
organism in general dextrose exists also in the form of active 
dextrose. It probably exists also in a hydrolyzable form and 
there are doubtless sacchareids. These bodies deserve to be 
studied later more carefully. The glycemic curve with reference 
to dextrose throws great light on the types of diabetes. It is not 
clear whether the reason for the condition is to be sought in a 
demobilization of the dextrose of the liver due to a reflex action 
of the digestive tract or to the effects of epinephrine. It has, 
however, been shown that it is possibly due to the absorption of 
dextrose ingested by mouth. In diabetic patients the elimination 
of bilinogen is below normal and is not in relation to a terpid 
hemoglobin exchange. The treatment of choice in diabetes mel- 
litus is a combination of a restricted diet and insulin therapy. 
The diet should resemble as far as possible the diet that would 
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be physiologic for a given patient if he were not diabetic. If, on 
the prescribed diet, the patient eliminates sugar, a further reduc- 
tion of the carbohydrates should not be resorted to, as this might 
lead to an acidosis or to disturbances of the kidneys, the liver 
or the heart, owing to the consequently necessary increase of 
fats and proteins; but one must modify the defective assimilation 
of carbohydrates by means of insulin. In order to prevent the 
appearance of ketone bodies, the quantity of protein substances 
ingested daily should not exceed 1 Gm. for each kilogram of 
body weight of the patient. The appearance of symptoms of 
hypoglycemia is due to an inaccurate prescription as to diet and 
insulin doses and should be corrected at once. The surgical 
treatment of diabetes has not given thus far very practical 
results. In the discussion that followed, Ascoli of Palermo 
remarked that the discovery of insulin has not solved the prob- 
lem of diabetes, which, moreover, does not concern solely the 
pancreas. He recalled the pluriglanduiar conception and the 
nervous theory, held in Italy by Cesa-Bianchi. It is the task 
of the modern physician to discover diabetes before glycosuria 
manifests itself, by means of the sugar content of the blood. 
For the treatment it would be well to establish ambulatoriums 
for antidiabetic treatment. Condorelli of Naples reported on 
his experimental researches on dextrose excreted by the liver 
in diabetic patients as a result of nervous reflexes. D’Amato 
of Naples by clinical researches was able to show that by means 
of suitable modification of diet one can save the loss of nitrogen 
in emaciated diabetic patients. He thinks that also in grave 
diabetes loss of nitrogen can be prevented. Cesa-Bianchi of 
Milan brought out that in the genesis of hyperglycemic diabetés 
other neuro-endocrine syndromes besides that affecting the pan- 
creas are involved. He thinks that the liver has been neglected 
and that possibly some day the classic conception of Claude 
Bernard will be revived. Ferranini of Catania emphasized the 
need of seeking other therapeutic aids, in order to help the 
diabetic ; for example, he believes in the usefulness of sulphurous 
waters. After Professor Frugoni, clinician of Rome, had sur- 
veyed the discussion and pointed out that, although there are 
still obscure points, much has been accomplished in the study 
of diabetes, Professor Zoia responded to the questioners. 


ORIGIN AND CLINICAL EVOLUTION OF TUBERCULOSIS 


The second official topic, “Mode of Origin and Clinical 
Evolution of Pulmonary Tuberculosis,” was presented by Prof. 
Carlo Gamna of Siena and Professor Omodei-Zorini of Rome. 
Gamna defined the form and the significance of the first lesions 
that follow the primary infection and illustrated in turn the 
various modes of evolution of the postprimary clinical mani- 
festations, particularly isolated tuberculosis of the apex, which, 
in the nosographic sense, presents a rather peculiar and char- 
acteristic aspect; then the nonapical circumscribed chronic types, 
which represent, to a great extent, chronic evolutive stages of 
early infiltrates or hematogenopulmonary metastases of slow 
evolution. Gamna then described the infiltrated lesions, which 
are usually extra-apical, of which the early subclavicular infil- 
trate of Assmann and Redeker is a type. He expounded the 
pathogenic and clinical problems connected herewith, on account 
of which the whole study of phthisiogenesis is being. revamped 
on a modern basis. He took up then the intrapulmonary dif- 
fusion of the disease and finally considered the conditions and 
factors that influence the development of pulmonary tuberculosis 
—the organic constitution, the age, the functions of maternity, 
diabetes, cancer, and the like. 

Professor Omodei-Zorini presented the official paper on the 
second half of the subject. The speaker confirmed, on the basis 
of experimental, morphologic data and statistics collected in 


_ recent decades, the rare pathogenic action of the bovine bacillus 


on the human lung, the old hypothesis of Behring notwithstand- 
ing. He emphasized that no practical importance attaches to 
bacilli of the avian type or of cold-blooded animals, or to 
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saprophytic acid-resistant bacilli. The speaker gave then a 
critical résumé of the theory of the granular and filtrable types 
of virus, reviewing the objections to the filtrability of the 


BERLIN 
(From Our Regular Correspondent) 
Jan. 5, 1932. 


bacillus. Omodei-Zorini opposed the theory of the trans- 
placental passage of the filtrable virus and of its pathogenicity a eeaahacad in the Medical ee 
for the organism of the new-born and of the nursling. The The medical curriculum of Germany continues to be a sub- 


speaker assigned the greatest importance to extra-uterine con- ject of considerable controversy. The aims sought are a more 
tagion, citing, among the more common sources of infection, -uitable resentation of instruction in science, a better prac- 
bacilliferous dust, the direct inhalation of bacillary material tical training, and, at the same time, a certain checking of the 
and its penetration into the bronchioles and into the alveoli of afflux of medical students. The deliberations in the federal 
children during infancy and early childhood. He ascribes the ministry of the interior, in which representatives of the pro- 
hiwhest Gefeusive value to the upper air passages, which may, vincial governments, the federations of the German faculties of 
however, be disturbed by inflammatory processes and exanthe- medicine, the medical profession, and the medical student body, 
matic infectious diseases. In such manner there occurs (at least participated, coacerned chiefly the preclinical oe The 
once in the fifetime of most persons) the intrapulmonary pene- reforms in the clinical studies will be considered later in con- 
tration of bacillary material sufficient to cause a circumscribed nection with the introduction of the new provisions with regard 
tubereious process. to the premedical examination. In the recent deliberations the 

The discussion that followed was participated in by Professor central prevailing idea was that ways and means must be found 
Giuffré of Palermo, who emphasized that radiologic research to exclude as early as possible unsuitable elements from the 
on pulmonary tuberculosis should remain under the control ot study of medicine. As & WER tO that end, it was suggested 
Ge wet tenll to seperate ‘branch. that the premedical examination be made up of two parts, one 
Terni of Naples called attention to the importance of the dealing with the natural sciences, in the narrower sense, and 
researches of Ninni and of Sanarelli on the tuberculous ultra- = °"° with anatoeny and physiology. Likewise, the rules govern- 
virus. Prof. Edoardo Maragliano, senator, delivered a lecture "8 the passing of examinations, particularly as regards oppor- 
on the scientific bases of preventive antituberculosis vaccination ERIS SOF CUESEON, should he made more rigid. Whether or 
EG not it will be necessary to lengthen the number of years required 
in residence is not yet certain. New provisions affecting the 
premedical examination are being worked out in the federal 
ininistry of the interior. These provisions may go into effect 
at the beginning of the next summer semester. 


RELATIONS BETWEEN MALARIA AND TUBERCULOSIS 

The official speaker for the fourth topic, “The Relations 
Between Malaria and Tuberculosis,” was Dr. De Bernardinis, 
lieutenant colonel of the army medical corps, who pointed out 
that of the arguments adduced in favor of the antagonism Professor von Noorden’s Golden Jubilee 
between malaria and tuberculosis some have only historical Prot. Carl von Noorden of Vienna, well known as a clini- 
interest. No practical value attaches to the announcements cian and for his work on metabolism, celebrated, December 28, 
preceding the discoveries of Laveran and Koch in regard to — the fiftieth anniversary of his graduation as a doctor of medi- 
the specific agents of the two infections. Tuberculosis is cine. Von Noorden, a pupil of the physiologist Viktor Hensen 
variously diffused throughout the world but in general, to a im Kiel and of the clinicians Riegel in Giessen and Karl Ger- 
greater rather than to a less extent, in the malarial zones. In hardt in Berlin, developed a great activity as a scientific inves- 
Europe the lowest mortality rates from tuberculosis are reported tigator and teacher, while serving as an assistant physician at 
from countries where there is little malaria, such as Denmark the Charité Hospital in Berlin. In connection with many dif- 
and England, while the highest mortality rates from tuberculosis lerent diseases he stimulated his pupils to make researches on 
are recorded in countries in which malaria infection abounds, metabolism. In his large work “Pathologie des Stoffwechsels,” 
such as Bulgaria and Greece. In the Italian army, of the men published later , he made use of a large number of researches 
enlisted from the department of Cagliari (Sardinia), 11.57 per that ge carried out in his department in Berlin. In 1894, 
thousand were eliminated in one year owing to various types YO" Noorden removed to F ranktort-on-Main, as the head 
of tuberculosis or pretuberculous conditions, whereas in the physician ot the department of internal medicine in the Munici- 
department of Turin, where there is no malaria, the proportion pal ui ospital. In 1906, he became the successor of Nothnagel 
was only 4.53 per thousand, The speaker thinks it would be well in V ienna, but returned in 1913 to Franktort, where he received 
to extend his researches also to the relations between malaria 

Noorden ved as consultant in diseases of metabolism a 

the municipal hospitals and as the director of a special depart- 
such ment for diseases characterized by a disturbance of sugar 

metabolism. His work on diabetes, which first appeared a 
that, in 135 out of 680 cases of tuberculous lesions of the lungs ean off 
in soldiers affected with malaria, it was due solely to the regarded in Germany, as well as in foreign countries, as a 
malaria that specific signs of tuberculosis ww brought out 1 fundamental treatise on the subject. Also his work “Klinik 
a number of robust and otherwise healthy subjects, which had der Darmkrankheiten” has received great attention. Von 
not been previously revealed; hence, the speaker regarded as) Nyorden has an international reputation in the field of diseases 
proved the thesis that malaria may assume the role of revealer of metabolism, particularly diabetes. 
of pulmonary tuberculosis. 

In the discussion, Professor Galdi of Bari stated that he had Professor Moritz Honored 
observed that in Sardinia, where malaria is widespread, there Likewise, Prof. Friedrich Moritz, who was, for many years, 
is also a high percentage of tuberculosis. Pozzilli of Rome  ordinarius for internal medicine at the University of Cologne, 
proposed the creation in the military sanatoriums of a depart- celebrated, December 10, his seventieth birthday. Moritz has 
ment for tuberculous patients in which special emphasis could been trail blazer in many fields of internal medicine. He is 
be placed, in the taking of the personal history, on the possible the inventor of the orthodiagraph, which enables the examiner 
existence of a previous malaria. De Bernardinis responded to to record without perspective errors the true form and size ot 
all questioners. Rome was selected as the meeting place for roentgen pictures thrown on a screen. This invention has been 
the next congress. the point of departure of numerous researches on heart diag- 
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nosis. In collaboration with his pupil Tabora, he proposed a 
much used method for the determination of venous pressure. 
He prepared for Krehl and Marchand’s “Handbook of Gen- 
eral Pathology” the chapter on the dynamics of the heart and 
valvular defects. With the aid of Moritz’s circulation model, 
the most important manifestations of the blood circulation can 
be clearly demonstrated. Toward the end of the last century 
Moritz emphasized the need of better instruction in dietetics. 
His book “Grundztige der Krankenernahrung” dates back to 
this period. The world of athletics and sport owes to Moritz 
and his pupils many researches carried out at a time when it 
was not a common thing to consider the influence of physical 
exercise on the body. In 1896, Moritz published a critical 
article on the licensing of specialists, in which, at that early 
day, he warned against the dangers resulting from overspe- 
cialization. In a brochure on “Psychographie des Mediziners 
und des Geisteswissenschaftlers,” he endeavored to describe the 
aptitudes possessed by the true medical man. His scientific 
career led him from Munich, where he became a professor in 
1890 and, as extraordinarius, conducted the policlinic in the 
Reisingerianum, by way of Greifswald, Giessen and Stras- 
bourg, in 1911, to Cologne. 


Death of Prof. Eduard Kaufmann 

The death of Prof. Eduard Kaufmann, formerly ordinarius 
in pathology at the University of Géttingen, at the age of 72, 
is announced. Professor Kaufmann entered on his university 
career at the University of Breslau, in 1888. He later accepted 
a call to Basel, whence he removed, in 1907, to Gottingen. 
One important publication deals with his researches on tumors 
of the prostate. His chief work, however, is his textbook on 
special pathologic anatomy, which passed through ten editions 
and has been translated into five languages. Aside from the 
large handbooks on the subject, this work is the most com- 
prehensive in the German literature. Herein an eminent 
investigator surveys his entire field of research. Kaufmann 
considered this publication as the best expression of his life 
work, 

RIO DE JANEIRO 
(From Our Regular Correspondent ) 
Jan. 15, 1932. 
Therapeutic Pneumopericardium in Carditis 
with Effusion 

Addressing recently the Sociedade de Medicina e Cirurgia 
of Rio de Janeiro, Dr. N. Romano of Buenos Aires considered 
the favorable effects of therapeutic pneumopericardium on car- 
ditis with large effusions. The speaker has resorted to this 
treatment with good results for ten years. Therapeutic pneu- 
mopericardium prevents the formation of cardiac adhesions and 
favors the action of the heart. The necessary instruments to 
perform the operation are a needle 7 cm. long, a syringe of 
20 cc. capacity with which the fluid of the effusion is removed, 
and a simple apparatus for production of pneumothorax. The 
amount of fluid removed should be replaced by the same amount 
of injected air, without exceeding, however, 400 cc. The point 
at which the puncture should be made is previously determined 
according to the amount of the effusion as shown by both the 
clinical and the roentgen examination. Whenever the opera- 
tion is made in adults the speaker performs the puncture, as 
a rule, in either the fifth intercostal or the left parasternal 
space. When the operation is made in children, he performs 
the puncture according to Marfan’s method at the subxiphoid 
point. 

Transmission of Rat-Bite Fever to Guinea-Pigs 

Dr. E. de Araujo, head of the laboratories of the Faculty 
of Medicine of Bahia and director of the Instituto Oswaldo 
Cruz, published recently an article on experimental diagnosis 
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of rat-bite fever. He succeeded in transmitting the infection 
from a patient, aged 1 year, with a clinical diagnosis of rat- 
bite fever, to guinea-pigs, by means of the following experi- 
ments: Mice, whose blood had been previously examined to 
rule out the presence of spirilla, were inoculated with blood 
taken from the patient during the febrile period of the disease. 
Blood passages were subsequently made into guinea-pigs, one 
of which presented the picture of experimental rat-bite fever 
(falling of the hair and loss of weight). The animal died one 
month later. A motile micro-organism, morphologically simi- 
lar to that described by Carter in 1887 under the name of 
Spirillum minus, was isolated from the blood of all guinea- 
pigs that were inoculated. The speaker said that Bergey 
classed Spirillum minus as a genus of Borrelia belonging to 
the order of Spirochaetaceae. Weyton and also Bergey and 
his collaborators identified the micro-organism as Borrelia 
muris, a special variety of Borrelia. Lehmann and Neumann 
classified the genus as Spirilla. During the speaker’s experi- 
ments the intratesticular inoculation into the guinea-pigs was 
followed by an inflammatory reaction in the testicles. The 
fluid obtained by a puncture of the swollen testicles contained 
a large number of spirochetes and the examination of the blood 
for the micro-organism gave positive results. The speaker 
believes that the bacteria isolated in his experiments is the 
same found by several authors in cases of rat-bite fever, 
although the strain in his cases did not cause death of the 
infected animals. The speaker reviewed the seven cases of 
rat-bite fever previously reported in Brazil: C. Chagas and 
Gomes de Faria reported one case each, in Rio de Janeiro, 
in 1915 and in Curityba in 1919, respectively; H. C. de Souza 
Araujo and C. Pinto reported one case in Curityba in 1919, 
and Gomes de Faria and A. da Matta reported two cases each 
in Rio de Janeiro in 1915 and in Mandos in 1920, respectively. 
In all the seven cases the diagnosis was made by Funtana’s 
method. Spirochetes were isolated from the urine sediment in 
six cases and from the fluid obtained by puncture of a lymph 
gland in one case. The speaker’s case is the eighth case of 
rat-bite fever reported in Brazil and the first one in which the 
experimental inoculation gave positive results. 


Clinical Diagnosis of Acidosis 

Dr. T. de Azevedo of Bahia recently published an article in 
which he studies the possibility of making a clinical diagnosis 
of acidosis by the symptoms described by several authors, espe- 
cially Prof. Annes Dias of Porto Alegre. The presence of two 
symptoms (saccharomycosis buccalis and frequent sobbing) “is 
a constant characteristic in the several clinical forms of acidosis 
which Annes Dias differentiated into acidosis of respiratory, 
nervous, siderant, cardiac, digestive and peritoneal types. The 
speaker reported a case in a child, aged 3, in whom the clinical 
diagnosis was made without examining the patient, who was 
at a great distance from the city. The clinical diagnosis was 
made through the description of the symptoms as given by the 
patient’s father, who said that the patient had painful and dis- 
tended abdomen and frequent sobbing and yawning. The 
administration of sodium bicarbonate and sodium citrate by oral 
and rectal routes was followed by the recovery of the patient 
within forty-eight hours. 


Marriages 


CHARAN StncH SANDHU, Amrit Sar, Punjab, India, to Miss 
Helen Olive Gregg of Cleveland, in Newport, Ky., February 3. 

Hatpor Barnes, Whitehall, Mich., to Miss Phyllis Creig 
of New Plymouth, New Zealand, in Detroit, January 9. 


Percy Gatiinc Philadelphia, to Miss Elizabeth 
Beverly Scott of Williamsburg, Va., February 6. 
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Deaths 


Verner Simpson Gaggin, Pittsburgh: New York Homeo- 
athic Medical College and Hospital, 1895; member of the 

ledical Society of the State of Pennsylvania; served during 
the World War; on the staff of the Homeopathic Medical 
= Surgical Hospital; aged 62; died, January 22, of coronary 
sclerosis. 

Thomas Warren De Hass, Indianapolis; 
of Ohio, Cincinnati, 1883; Bellevue Hospital Medical College, 
New York, 1888; formerly assistant professor of medicine, 
Indiana University School of Medicine; for many years on the 
staff of the City Hospital; aged 75; died, January 25, of heart 
disease. 

David Israel Frankel @ Boston; Boston University School 
of Medicine, 1916; instructor in clinical surgery and tropical 
diseases at his alma mater; fellow of the American College 
of Surgeons; assistant visiting surgeon to the Massachusetts 
Memorial Hospitals; aged 47; died, January 23, of heart 
disease. ; 

William Edward Campbell, Sr., Atlanta, Ga.; Medical 
Department of the University of the City of New York, 1888; 
member of the American Laryngological, Rhinological and 
Otological Society and fellow of the American College o% 
Surgeons; aged 66; died, January 7, of re 

Giles Burneston Cook, Front Royal, Va.; Columbian Uni- 
versity Medical Department, Washington, D. om 1903 ; member 
ot the Medical Society of Virginia; served during the World 
War; aged 54; died, January 2, in the Walter Reed General 
Hospital, Washington, D. C., of “ae gig 

David Edwin McMaster, Tennille, ; University of 
Georgia Medical Department, Augusta, 1886" ‘member of the 
Medical Association of Georgia; past president of the Wash- 
ington County Medical Society; aged 71; died, January 8, of 
heart disease, nephritis and arteriosclerosis. 

Clamor Henry Magna, Jr. ® Brooklyn; Columbia Uni- 
versity College ot Physicians and Surgeons, New York, 1918; 
superintendent of the Kings County Hospital; aged 36; was 
found dead, January 27, in a hotel at Portsmouth, N. H., of 
self-inflicted incised wounds of the wrists. 

John Andrew Morrisey, Newark, N. Y.; University of 
Michigan Medical School, Ann Arbor, 1895; member of the 
Medical Society of the State of New York; aged 64; died. 
January 8, in the Clifton Springs (N. Y.) Sanitarium, followi ing 
an operation for carcinoma of the colon. 

Patrick K. Mullany, Gary, Ind.; Schools of Surgery, 
Royal College of Surgeons in Ireland, Dublin, Ireland, 1900; 
member of the Indiana State Medical Association; aged 50; 
died, January 10, in the Mercy Hospital, of acute appendicitis 
and streptococcic peritonitis. 

William Lewis Rhonehouse, Toledo, Ohio; University of 
Michigan Homeopathic Medical School, Ann Arbor, 1910; 
member of the board of education of Maumee; aged 45; was 
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killed, January 6, when the automobile in which he was driving | 


was struck by an interurban car. 

Crowell Clarinton Hall, Hartford, Conn.; Johns Hopkins 
University School of Medicine, Baltimore, 1910; member of 
the Connecticut State Medical Society; served during the 
World War; aged 47; died, January 25, of meningitis follow- 
ing a sinus infection. 

Sherman Russell Lancaster, Cambridge, Mass.: Medical 
Department of the University of the City of New York, 1887; 
member of the Massachusetts Medical Society; aged 70; died, 
January 26, in the Westboro (Mass.) State Hospital, of chronic 
myocarditis. 

Alfred Herman Duerschner, Ray Brook, N. Y.; Albany 
Medical College, 1920; member of the Medical Society of the 
State of New York; aged 36; on the statf of the New York 
State Hospital, where he died, January 22, of pulmonary tuber- 
culosis. 

Decatur Poindexter Butler, McCall Creek, Miss.; Louis- 
ville (Ky.) Medical College, 1897; member of the Mississippi 
State Medical Association; state senator; aged 61; died, Jan- 
uary 13, of injuries received in an automobile accident. 

Henry J. Herman, Webster, S. D.; Medical College of 
Ohie, Cincinnati, 1891; member of the South Dakota State 
Medical Association; county health officer; aged 63; died, 
Dec. 30, 1931, in St. Luke’s Hospital, Aberdeen. 

Delbert Chester Fox, Kenton, Ohio; Starling-Ohio Medi- 
cal College, Columbus, 1909; member of the Ohio State Medi- 
cal Association; aged 48; died, January 18, of a cerebral 
hemorrhage, following an automobile accident. 


DEATHS 


657 


Forbes Elliott Godfrey, Mimico, Ont., Canada; Univer- 
sity of Toronto Faculty of Medicine, 1889; formerly minister 
of health and labor in the Ontario provincial legislature ; aged 
63; died, January 6, of pernicious anemia. 

Frederick Charles Low, High Bridge, N. J.; University 
of Pennsylvania School of Medicine, Philadelphia, 1894 ; mem- 
ber of the Medical Society of New Jersey; aged 64; died, 
February 2, of poison, self-administered. 


Walter E. Edwards ® Polk City, Fla.; Baltimore Medical 
College, 1896; aged 63; died, January 'g, in the Morrell 
Memorial Hospital, Lakeland, of hypostatic pneumonia, cerebral 
hemorrhage and arteriosclerosis. 


Thorvald Holen, Minneapolis; Medical Department of 
Hamline University, Minneapolis, 1902; member of the Min- 
nesota State Medical Association; aged 57; died, January 12, 
of coronary arteriosclerosis. 


Looney McCormack, Harrisburg, Ill.; St. Louis College 
of Physicians and Surgeons, 1898; member of the I'inois State 
Medical Society; aged 66; died, January 6, in the Lightner 
Hospital, of appendicitis. 


Daniel Tillett Henderson, Macon, Ga.: Atlanta Medical 
College, 1914; member of the Medical Association of Georgia ; 
on the staff of the Macon Hospital; aged 44; died, Dec. 31, 
1931, of angina pectoris. 


Luke Pryor Allison, Brownwood, Texas; Beaumont Hos- 
pital Medical College, St. Louis, 1893; fellow of the American 
College of Surgeons; aged 60; died, January 7, of thrombosis 
of the mesenteric vein. 


John Freeland, White Sulphur Springs, W. Va.; Bellevue 
Hospital Medical College, New York, 1894; aged 58; died, 
January 19, in the Johns Hopkins Hospital, Baltimore, of acute 
dilatation of the heart. 


John Edgar Leemon, Middletown, N. Y.; Medical Depart- 
ment of the University of the City of New York, 1894; veteran 
of the Spanish-American War; aged 60; died, January 7, of 
cerebral hemorrhage. 


Sylvan McElroy ® Orlando, Fla.; University of Mary- 
land School of Medicine, Baltimore, 1907; city health officer ; 
on the staff of the Orange General Hospital; aged 48; died 
suddenly, January 1. 


James Edwin Hair, Bridgeport, Conn.; Kansas City Col- 
lege of Medicine and Surgery, 1917; aged 68; died, Dec. 24, 
1931, in the Bridgeport Hospital, of arteriosclerotic hyperten- 
sive heart disease. 


James Gettus McCue ®@ Silver City, Iowa; Louisville 
(Ky.) Medical College, 1891; past president and secretary of 
the Mills County Medical Society ; ; aged 63; died, January 7 
ot heart disease. 


George Windsor Hatch, Wilton, N. H.; Dartmouth Medi- 
cal School, Hanover, 1880; member of the New Hampshire 
Medical Society; aged 76; died, January 10, of cerebral 
hemorrhage. 


William J. McDowell, Scottdale, Pa.: Jefferson Medical 
College of Philadelphia, 1884; member of the Medical Society 
ot the State of Pennsylvania; aged 71; died, Oct. 14, 1931, of 
myocarditis. 


Freeman J. Scott, Rock Falls, Ill.; Hahnemann Medical 
College and Hospital, Chicago, 1888; health officer of Rock 
Falls; formerly member of the school board; aged 65; died, 
January 5. 

George Samuel Brown, Edina, Mo.; St. Louis College oi 
Physicians and Surgeons, 1892; member ‘of the Missouri Stat: 
Medical Association; aged 62; died, January 13, of arterio- 
sclerosis. 

John Halliday Gillespie, Flushing, N. Y.; McGill Uni- 
versity Faculty of Medicine, Montreal, Que., Canada, 1911; 
aged 49; died, January 11, in St. John’s Hospital, Long Island 
City. 

Octavius Thorndike Howe, Boston; Harvard University 
Medical School, Boston, 1877; member of the Massachusetts 
Medical Society; aged 80; died, Dec. 27, 1931, of heart disease. 

Charles W. Head, Windsor, Mo.; Missouri Medical Col- 
lege, St. Louis, 1877; member of the Missouri State Medical 
Association; aged 76; died, January 11, of cerebral hemorrhage. 

Joseph Armand Bedard @ L om, Mass.; Laval University 
Faculty of Medicine, Quebec, Que., ; on the staff of the 
Lynn Hospital ; aged 65; died, mol ‘26, of coronary sclerosis. 

William T. Gillespie, Boaz, Ala.; Chattanooga Medi-.t 
College, 1898; aged 67; died, January 13, in a hospital at 
Gadsden, following an operation for intestinal adhesions. 
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James Benjamin Abbitt, Norfolk, Va.; Medical College 
of Virginia, Richmond, 1901; member of the Medical Society 
of Virginia; aged 60; died, January 12, of heart disease. 

Daniel J. MacIsaac, Chicago; Chicago Medical School, 
1920; aged 42; died, January 1, in St. Luke’s Hospital, ot 
injuries received when he was struck by an automobile. 

Clarence Province ® Franklin, Ind.; Jefferson Medical 
College of Philadelphia, 1895; formerly member of the school 
board; aged 00; died, January 22, of heart disease. 

Clark S. Fortney, Hundred, W. Va.; Maryland Medical 
College, Baltimore, 1905; member of the West ae State 
Medical Association ; aged 62; died, Dec. 15, 

Eugene Chellis Glover, Boston; Harvard ea Medi- 
cal School, Boston, 1928; aged 28; died, January 22, in the 
Roston City Hospital, of cyanogen poisoning. 

Dudley Watson Day, Rockford, Ill.; Rush Medical Col- 
lege, Chicago, 1907; on the staff of the Rockford Hospital; 
aged 49; died, January 15, of heart disease. 


John Charles McMichael, Windermere, Fla.; Medical 


lyepartment of Ohio Wesleyan University, Cleveland, 1895; 
aged 66; died, January 20, of heart disease. 
Edgar Nelson McGiffert ® Duluth, Minn.; College of 


Physicians and Surgeons in the City of New York, 1886; aged 
70; died, January 10, of coronary occlusion. 

Robert La Fayette Neal, Hapeville, Ga.; 
cal College, Atlanta, 1886; aged 68; died, January 1, of myo- 
carditis, endocarditis and cardiac asthma. 

Thomas McG. Smith, Eutaw, Ala.; Kentucky School of 
Medicine, Louisville, 1907; aged 47; died, Dec. 29, 1931, of a 
self-inflicted bullet wound of the head. 

Arthur Burtis Allen, Buffalo; State University of Iowa 
College of Medicine, lowa City, 1886; aged 70; died, January 
14, of carcinoma of the stomach. 

Denison J. Higley, Grandview, lowa; University of Michi- 
gan Medical School, Ann Arbor, 1882; aged 78; died, Nov. 
24, 1931, of bronchopneumonia. 

Frank Seymour Love, Newton, Texas; Jefferson Medical 
College of Philadelphia, 1887; aged 65; died, Dec. 27, 1931, of 
nephritis and heart disease. 

Marcellus L. Halbert, Cincinnatus, N. Y.; Geneva (N. Y.) 
Medical College, 1872; aged 82; died, January 19, of myocar- 
ditis and acute nephritis. 

Henry T. Trumbauer, Coopersburg, Pa.; Jefferson Medi- 
. cal College of Philadelphia, 1863; aged 93; died, January 2, 
of capillary bronchitis. 

Arthur Benjamin Cullum ® Chanute, Kan. ; 
Homeopathic Medical College, 1897; aged 67; 
24, of angina pectoris. 

Allen P. McRee, Cottagegrove, Tenn. (licensed, Tennessee, 
1°89); aged 68; died, January 1, in the Wiggins Clinic, Paris, 
heart disease. 

Ethel Lynn Gray, Portland, Ore.; 


Southern Medi- 


Kansas City 
died, January 
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Medical School, Portland, 1899; aged 64; died, January 12, of | 


heart disease. 

F ‘astina Bush, Norwich, Vt.; College of Physicians and 
Surgeons, Boston, 1891; aged 76; died, January 5, of cerebral 
hemorrhage. 

Stephen Edwin Cone ® Cincinnati; Miami Medical Col- 
lege, Cincinnati, 1896; aged 64; died, January 19, of coronary 
thrombosis. 

David F. Ingles, Wichita, Kan.; Medical College of Ohio, 
Cincinnati, 1881; aged 74; died, January 28, of hypostatic 
pneumonia. 

Alan Gardner, Los Angeles; McGill University Faculty of 
Medicine, Montreal, Que., Canada, 1878; aged 75; died, Nov, 
20, 1931. 

Richard E. Clevenger, Lima, Ohio; Miami Medical Col- 
lege, Cincinnati, 1886; aged 73; died, January 16, of heart 
disease. 

S. B. Neilson, Ladonia, Texas; Missouri Medical College, 
St. Louis, 1882; aged 78; died, Dec. 14, 1931, of pneumonia. 

Eugenia Adelaide Hurd, Los Gatos, Calif.; Cooper Medi- 
cal College, San Francisco, 1894; aged 85; died, Nov. 21, 1931. 

Joseph R. Walker, Rogersville, Tenn.; Jefferson Medica} 
College of Philadelphia, 1854; aged 100; died, Dec. 18, 1931. 

Emanuel Cross Nolan, Mount Pulaski, Ill.; Rush Medical 
College, Chicago, 1878; aged 78; died, January. 9. 

Orin William Joslin, Banning, Calif.; Milwaukee Medical 
College, 1903; aged 56; died, Nov. 19, 1931. 
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Phenobarbital (Luminal) Sold Under Several Fancy 
Names as a Mail-Order Cure for Epilepsy 


Nurosor Laporatortes, Inc., 509 Fifth Avenue, New York 
City; sold “Nurosol” for epilepsy. 
ReNneso, Laporartories, Inc., 509 Fifth Avenue, New York 
City, and 539 Empire Boulevard, Brooklyn; sells “Renesol’ 
for epilepsy. 
NvuRONE Laporatories, INnc., 539 Empire Boulevard, Brook- 
lyn; sells “Nurone” for epilepsy. 
EpvucaTIonaL Divison, 509 Fifth Avenue, New York City ; 
sells “Renesol” for epilepsy. 
VirosoL Corporation, 489 Fifth Avenue, New York City; 
sells “Vitosol” for epilepsy. 
PHENOLEPTOL Company, 539 Empire Boulevard, Brooklyn, 
and Post Office Box at St. John’s Place Station, Brooklyn; 
seils “Phenoleptol” for epilepsy. 


Nurone Laboratories™ 


chi 


The PHENOLEPTOL Compaay 
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Box 71, ST. JOHNS PLACE STATION 


STCOMMENDED 
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Some of the numerous letter-heads used by Goldblatt and Goldberg _ in 
exploiting the epileptic. There were no laboratories. The business” con- 
sisted in selling enobarbital (luminal) at an exorbitant price under 
such names as “Phenoleptol,” ‘Nurosol,” ‘“Renesol,” ‘“Nurone{” etc. 


The above are various trade names used by Charles Goldblatt 
and Maurice E. Goldberg in selling phenobarbital (luniinal) 
at an exorbitant price and under various trade-marked names 
as a “cure” for epilepsy. Of course, the Messrs. Goldblatt and 
Goldberg are much too shrewd to declare frankly that their 
many-named nostrum is a “cure,” but the whole trend of their 
advertising is such as to lead the public to believe that they 
have a cure. 

Investigators report that the various named 
here listed are fakes; there are no laboratories. The address 
at 509 Fifth Avenue (“Nurosol Laboratories,” now known as 
the “Renesol Laboratories”) is merely a rented desk space from 
a real-estate brokerage concern that sublets desk space and 
mailing privileges to various concerns. The Vitosol Corpora- 
tion is also a rented space in Suite 406, 489 Fifth Avenue, for 
which, according to a report of the Department of Health of 
the City of New York, Charles Goldblatt pays $5 a month. 

Goldblatt and Goldberg, so far as investigation has been 
able to determine, have no chemical, pharmaceutical or medical 
knowledge. ‘They certainly are not physicians and they are 
shrewd enough not to sell their stuff within the City of New 


“laboratories” 


| 
TOLEDO 
NUROSOL’” LABORATORIES V 
Number g09 Fifth Avenue 
New York City 1 9 
~ “NUROSOL* the Efficient Epilepsy Remedy 
BLT YRIBUYORS UNITES STATES CANAGR 
RENESOL” LABORATORIES Inc 
Number 509 wh Avenue 
New York City 5 
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York, or they undoubtedly would be promptly arrested by the 
efficient officials of that city for violation of the law against 
unqualified practice. 

It appears that Goldblatt and Goldberg hire a man who is 
legally licensed to call himself M.D., one Clarence J. Miner. 
According to our records, Dr. Miner was born in 1864, holds 
a diploma from the University of Minnesota College of Medi- 
cine and Surgery for 1891, and is licensed in Montana, Illinois, 
Kansas and New York. Miner was, for a while, an assistant 
surgeon at the Marion National Sanatorium in Indiana, but 
resigned in February, 1928. Miner’s name appears frankly on 
the stationery of the Nurone Laboratories, Inc., as ‘Medical 
Adviser.” In some of the advertising come-on material sent 
out by Goldblatt-Goldberg in connection with Renesol, there is 
a facsimile letter on Miner’s personal stationery, puffing Renesol. 
Naturally, there is nothing to indicate to the public that receives 
this that Miner is an employee of the people that put out the 
stuff that he puffs. 

Another testimonial for Renesol, used as part of the come-on 
literature by Goldblatt-Goldberg, is a letter on the stationery 
of one “Dr.” Edwin F. Bowers; described on the stationery in 
which this puff appears as a “Specialist in Gland and Psychic 
Disorders,” and who describes his methods as “Chiropractic 
and Physiotherapy.” Edwin F. Bowers, according to the same 
piece of stationery, has his office at 642 South Berendo Street, 
Los Angeles. This is the same Edwin F. Bowers who, for 
many years, posed as an M.D., who contributed articles to 
Physical Culture in which he was labeled “M.D.,” and who 
even went so far as to have printed stationery with the degree 
of “M.D.” after his name, and who signed letters “Edwin F. 
Bowers, M.D.” 

This department of THE JOURNAL, some years ago, exposed 
the pretenses of Bowers, who has never been graduated by any 
reputable medical school. He used to work his game from 
the east, but after the Bureau of Investigation brought out the 
facts, he seems to have gone to Los Angeles. Where or how 
he acquired the title of “Doctor of Chiropractic,” whether by 
correspondence or attendance, we do not know. Probably even 
the chiropractic colleges do not know. And even if he had a 
D.C. degree what would that have to do with the use of 
phenobarbital ? 

A testimonial for Phenoleptol, which is sent out as part of 
the advertising matter for that fake, purports to be from “A 
Prominent Florida Doctor,” one “Dr. J. S. Riley, 359 Eighth 
Avenue, St. Petersburg, Fla.” This seems to be none other than 
the redoubtable Joe Shelby Riley, who while he has claimed 
to be a graduate in medicine, is in fact, so far as our records 
show, not a graduate of any reputable medical school. Riley, 
at various times and in various places, has described himseli 
as an M.D., and as a graduate in “Osteopathy, Naturopathy 
and Chiropractic.” During 1913-1914, while Riley was in 
Boston as a chiropractor, it was reported that he was convicted 
and fined. He seems, first, to have appealed from the conviction 
but later to have changed his mind and paid the fine. 

Riley, according to our records, was “president” of the “New 
England College of Chiropractics,” a concern that was reported 
as having been found guilty of conferring diplomas illegally. 
After Massachusetts made it uncomfortable for him, Riley left 
that state and went to Washington, D. C. There, in 1920, he 
was using letterheads on which “J. Shelby Riley, Ph.D., LL.D., 
M.D., D.C., M.S., D.P.,” was designated as “President” of the 
“National University of Therapeutics.” This institution was 
described as “embodying and affiliated with the Universal Col- 
lege of Sciences, the National Phrenological Institute, the New 
England College of Chiropractic, the Washington Schoo! of 
Chiropractic.” In 1921, Riley’s letterheads declared him “Presi- 
dent” of the “Riley School of Spinal Therapy (Successor to 
and Including the Washington School of Chiropractic)” of 
Washington, D. C. In 1928 and 1929, Riley was working the 
Cleveland, Ohio, field and distributing pamphlets on “The Cure 
of Deafness” and “Cancer, Its Cause and Eradication.” In 
March, 1931, Joe Shelby Riley was advertising as an M.D. in 
the newspapers of St. Petersburg, Fla. 

In advertising Nurosol, Vitusol, Phenoleptol and Renesol, 
quotations frem midicai literature are misused to make the 
public believe that scientific men have written in praise of these 
four nostrums, when, in fact, the quotations dealt with the sub- 
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stance phenobarbital. For instance, under Nurosol appeared 
this item: 

“Dr. Julius Grinker, Chicago, Ill., said in Tue Journat of the 


American Medical Association, it is the most effective remedy in the 
management of epilepsy ae 


In the advertising of Vitosol and also of Renesol, there 
appears this statement: 


“In Tue Journat of the American Medical Association: wi is the 
most effective remedy in the management of epilepsy 


In the Phenoleptol advertising we read: 


“Prof. Julius Grinker: JOURNAL of the American Medical Association. 
‘It is the most effective remedy in the management of epilepsy 


The facts are that the late Dr. Julius Grinker, in an article 
entitled “Further Experiences With Phenobarbital (Luminal) 
in Epilepsy” that appeared nine years ago (September 2, 1922) 
in THe JourNnat of the American Medical Association, in 
summing up his opinion of the symptomatic use of phenobarbital 
in epilepsy, at that time, said: 

“Phenobarbital is the most effective symptomatic remedy in 
the management of epilepsy.” 

In other words, Goldblatt and Goldberg have deleted the 
word “phenobarbital” and substituted the indefinite word “it,” 
so as to make the quotation apply, respectively, to the nostrums 
they put out. They also have deleted, for their purpose, the 
important word “symptomatic” which Dr. Grinker naturally 
used in his statement. 

The Messrs. Goldblatt and Goldberg even went so far as to 
drag in the name of the North Carolina State Colony for 
Epileptics, when, in advertising Renesol, they declared: “It is 
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advertisement of one of the Goldblatt-Goldberg pieces of mail- 
order quackery. 


the new remedy which was used in the North Carolina State 
Colony for Epileptics. . . .” Dr. Albert Anderson, superin- 
tendent of that institution, wrote to the Renesol Laboratories, 
protesting against this misuse and received, in reply, a letter 
signed “L. Vollen,” stating that the Renesol Laboratories were 
extremely sorry that the pamphlet containing this wholly false 
implication “has not yet been discontinued.” They stated, 
further, that it would cause them considerable financial loss if 
they were required to destroy that particular pamphlet, but that 
if Dr. Anderson insisted on their doing so, they would destroy 
it. This was last November. In January, 1932, physicians were 
still sending in to the Bureau of Investigation some of the same 
Renesol pamphlets containing reference to the North Carolina 
institution. 

Of all of the preparations put out by Goldblatt and Goldberg, 
Renesol seems to be the most widely advertised. Renesol used 
to be called “Nurosol,” just as the Renesol Laboratories used 
to be called the “Nurosol Laboratories.” Then, in 1929, they 
changed the name from Nurosol Laboratories to Renesol 
Laboratories, and the name “Nurosol” to “Renesol.” In 
announcing this change, they made this statement: 

“We are very happy to announce the incorporation of a new ingredient 
into our Nurosol Remedy for Epilepsy sufferers. It took many years 
of experimenting to discover this ingredient, but we feel our efforts were 
fully rewarded. This addition gives our Nurosol Treatment greater 


therapeutic value. All the benefits of our old remedy can be obtained 
in a shorter period of time. 

“THE NEW IMPROVED remedy with the added ingredient is known as 
RENESOL. This is the original Nurosol Treatment in which we have 
included the newly discovered ingredient which means quicker and more 
certain relief to all fit sufferers.” 


As Nurosol was advertised under exactly the same claims 
as Renesol is now advertised, with the same misleading quota- 
tions regarding phenobarbital (luminal)—with all reference to 
the drug itself deleted—one is justified in assuming that Nurosol 
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was phenovarbital (luminal). Evidently, therefore, the “new 
ingredient” that Goldblatt-Goldberg claim to have incorporated 
into Nurosol, in order to make it Renesol, and which took 
“many years of experimenting to discover,” is baking soda, as 
is shown below in the A. M. A. Chemical Laboratory’s report. 
While numerous cursory tests have been made for some time 
past on specimens of Renesol that have been sent in by either 
physicians or laymen, no complete analysis had been made. For 
that reason, the Bureau of Investigation obtained an original 
“treatment” of Renesol direct from the Renesol concern. The 
medicaments were turned over to the A. M. A. Chemical 
Laboratory, whose report follows: 


LABORATORY REPORT 

“One original bottle of Renesol (The Renesol Laboratories, 
509 Fifth Avenue, New York City) was submitted for exami- 
nation to the A. M. A. Chemical Laboratory by the Bureau 
of Investigation. The bottle contained 65 pink capsules con- 
taining a white, odorless powder, possessing a mild alkaline 
taste. 

“The average weight of the contents of ten (10) capsules 
was 0.0815 Gm. (approximately 114 grains) each. No state- 
ment concerning composition was given on the label, except: 
‘Contains no Bromides, Morphine, Opium or other Habit- 
forming Drugs.’ (There was no accompanying circular received 
as stated on the label.) Microscopic examination indicated the 
presence of crystalline substances. Qualitative tests indicated 
the presence of a barbituric acid derivative, phenobarbital 
(Luminal), sodium and carbonate (presumably present as bicar- 
bonate). Alkaloids, heavy metals, halides, sulphates, emodin- 
bearing drugs, lactose (milk-sugar) and starch were not found. 

“Quantitative determinations yiclded the following : 


Phenobarbital 
Sodium bicarbonate (baking soda)......... 


77.3 per cent 
23.1 per cent 


“From the foregoing, it may be concluded that each capsule 
of ‘Renesol—A Preparation for the Relief of Epilepsy’ contains 
essentially 0.064 Gm. (approximately 1 grain) of phenobarbital, 
to which has been added a small quantity of sodium bicarbonate 
(baking soda).” 


From this report, it is obvious that Renesol is essentially 
three-fourths phenobarbital (luminal) and one-fourth baking 
soda. One “treatment” of Renesol consists of 65 capsules, each 
containing approximately 1 grain of phenobarbital to the capsule. 
The company charges $4.50 for these 65 grains of phenobarbital, 
or, roughly, about seven cents a grain. Practically any retail 
druggist will put up phenobarbital in 1-grain capsules at not to 
exceed a cent and a half a grain. In other words, epileptics 
could purchase 65 1-grain phenobarbital capsules for less than 
a dollar, under no misapprehension as to the limitations—and 
dangers—of this substance. They pay $4.50 to the Goldblatt- 
Goldberg combination for the same stuff sold under various 
fancy names with no warning as to the products’ potentialities 
for harm, and doubtless in the belief that the stuff will cure 
epilepsy. 

Goldblatt and Goldberg have been carrying on this business 
now for some years under various misleading trade names; 
they have exploited a peculiarly unfortunate group, the epi- 
leptics, by selling at an exorbitant price, under false and mis- 
leading claims, a well-known drug that has no curative effect 
in the treatment of epilepsy; they have been doing this through 
the instrumentality of the United States mails. How much 
longer is the overworked fraud-order arm of the postal service 
going to allow Goldblatt and Goldberg to get away with it? 


Mycosis Fungoides.—The condition familiarly known as 
mycosis fungoides is one of the most confused and confusing to 
be encountered in the domain of medicine. According to Fraser, 
at least nine different views have been advanced to explain its 
nature: that it is a granuloma; a cutaneous form of lymph- 
adenoma; a lymphosarcoma; a condition midway between a 
granuloma and a sarcoma; an alymphemic lymphomatosis; a 
sarcoma engrafted on a previous dermatosis, as psoriasis or 
eczema; the last phase of a series of dermatoses that includes 
pityriasis rosea and the parapsoriases; a lymphoma of the skin, 
or, finally, the cutaneous manifestations of systemic disease.— 
Symmers, Douglas: Mycosis Fungoides as a Clinical and 
Pathologic Nonexistent, Arch. Dermat. & Syph. 25:1 (Jan.) 
3932. 
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REQUEST FOR OLD INSTRUMENTS FOR 
BENJAMIN FRANKLIN MEMORIAL 


7o the Editor:—We are preparing an exhibit of medical and 
surgical instruments, which we propose to house in the 
Benjamin Franklin Memorial and Franklin Institute Museum. 

This institution, which we are building on the Parkway in 
Philadelphia, will doubtless be the world’s greatest memorial 
to Benjamin Franklin. In addition to the memorial chamber, 
it will house all the activities of the old Franklin Institute and 
will contain also a modern museum of science and technology. 
We propose to install in the latter such a collection as we can 
make of surgical and medical instruments, both ancient and 
modern, which will show how the principles of physical science 
find application in the production of medical and surgical 
instruments. 

It has occurred to us that there are, throughout the country, 
many physicians who would be interested in such a project and 
who would be willing either to donate, or to sell at low ‘prices, 
old surgical or medical instruments. Any who are interested 
may send their names to Dr. Howard McClenahan, Secretary 
and Director, the Franklin Institute, 15 South Seventh Street, 


Philadelphia, Pa. Howarp McCrLenanan, Philadelphia, 


Secretary and Director, 
the Franklin Institute. 


NUTRITIONAL ANEMIA 


To the Editor:—l was of course interested in the editorial 
on nutritional anemia in THE JOURNAL, January 23, It is but 
natural that one not close to the details of this field would be 
leit in confusion by the mass of material appearing in print 
from various sources. The work of Beard and Myers has 
added to the confusion, But that confusion will disappear in 
your own mind, I am sure, if you will turn to page 74 of the 
November, 1931, issue of the Journal of Biological Chemistry, 
in which their series of articles appear. Under the caption 
“Milk Used” you will read that the milk that they used was 
“poured through about five feet of copper pipe into a large nickel 
cooler” and that this milk contained 0.44 mg. of copper per 
liter. 

It is of course obvious that one cannot demonstrate the supple- 
mentary relation of copper to iron when he starts his experi- 
ments with a milk that has been prepared by pouring through 
copper pipe and contains as much copper as their milk did. 
Experimental animals made anemic on that kind of a milk of 
course correct their anemia by the addition of iron only because 
there is already sufficient copper in the milk to meet the 
supplementary needs. 

Keil and Nelson (Proc. Soc. Exper. Biol. & Med. 28:392 
[Jan.] 1931; J. Biol. Chem, 93:49 [Sept.] 1931) experienced 
exactly the same trouble that Beard and Myers did in trying to 
demonstrate the supplementary relation of copper. They first 
worked with a milk containing 0.44 mg. of copper per liter, 
and of course could not demonstrate the needs of copper. After 
further correction of their technic of securing the milk in clean 
glass bottles, thereby obtaining milk with a copper content of 
about 0.23 mg. per liter, they were able fully to substantiate 
all of our work. 

It is only fair to state that in the article of Beard and Myers 
referred to, they state that “in experiments with rats 196 to 256 
the milk never came in contact with any metal containers.” 
However, they give no estimation of the copper content of 
that milk, and their published records show that it was never 
used with iron as the only supplement but only with iron and 
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zinc; but whether the contamination might have been from zinc 
no one knows. 

In my judgment the confusion about nutritional anemia does 
lie, as you say, in the local factors; but these local factors 
are not mysterious factors at all. They are factors of deviation 
from a sound experimental technic which involves not only the 
source and handling of the milk but also the time of weaning of 
the young, and whether the young are left in contact with the 
ordinary ration or are handled in such a way as to prevent 
their securing grain food during the suckling stage. In the 
February issue of the Journal of Biological Chemistry we shall 


discuss the matter fully. 2B Hart, B.S., Madison, Wis. 


SENSITIZATION TO CHRYSANTHEMUMS 


To the Editor:—In Tue Journat, January 16, page 251, I 
note an inquiry about sensitization to chrysanthemums. In the 
answer, stress was laid on the petals as the possible cause of 
the dermatitis. 

At a meeting of the Chicago Society of Allergy, Dec. 21, 
1931, I reported a case in which the petals gave negative patch 
tests and the leaves gave a positive reaction. The ether soluble 
fraction of the pulverized leaves contained the active agent. 

In a report in Tue JourNnat, May 16, 193i, page 1680, 
Goldstein reported the leaves as responsible for chrysanthemum 
dermatitis. 

I note that the inquiring physician resides in California and 
in this connection my patient informed me that the chrysanthe- 
mums causing his dermatitis came from that state. 


IsaADoRE PItort, M.D., Chicago. 


Queries and Minor Notes 


Anonymous COMMUNICATIONS and queries on postal cards will not 
be noticed. Every letter must contain the writer's name and address, 
but these will be omitted, on request, 


ACIDOSIS 


To the Editor:—There is so much confusion about the word acidosis 
that | want to ask your opinion. I have always considered acidosis to 
be due to incomplete combustion of fats (for instance, in diabetes) and 
that the lack of the correct proportion of fats is the cause. Another 
school maintains that there is a carbohydrate acidosis. What definition 
has this school for the word acidosis? If it is a different condition from 
that ordinarily called acidosis due to fat, the word is misused and there 
are two conditions bearing the same name. Is there evidence of an 
altered acid-alkali ratio in the blood on a carbohydrate diet? If not, 
why say acidosis? I think that “they” must be confusing the matter on 
account of the stressing by pediatricians of sugar fermentation in infants. 
Some claim that there is an acidosis in pellagra. Of course, pellagra is 
known to be a vitamin deficiency disease, but in what way can an acidosis 
be brought about? I have never paid any attention to the using of 
alkalis with pellagra. 1 feed yeast, and the like. In fact, there is an 
absence or a deficiency of hydrochloric acid in the stomach, and an 
anemic state is produced. I give hydrochloric acid and not alkalis. Out 
of all this discussion, is there really any foundation for this propaganda 
against carbohydrates other than merely that an excess of these and the 
abstinence from proteins and fats produce deficiency diseases or obesity? 
Will living on carbohydrates cause all the dangers claimed? 


W. B. Parmer, M.D., Furman, Ala. 


ANsWeEr.—Our correspondent is quite correct in referring to 
the confusion in the use of the word acidosis. In fact, it has 
come to have somewhat different implications, as applied by 
different persons. Many clinicians employ the term in reference 
to the production of abnormal organic acids in the body, as the 
result of the aberrant oxidation of fats—a condition more 
properly referred to as ketosis. 

Peters and Van Slyke (Quantitative Clinical Chemistry, 
Baltimore, Williams & Wilkins Company, 1931, vol. 1) give 
the following description: 

The terms acidosis and alkalosis have been applied almost indifferently 
to two types of conditions: (1) states in which the bicarbonate content 
of the blood is altered; (2) states in which the true reaction or hydrogen 
jon concentration of the blood is abnormal. In most of the commoner, 
and therefore earlier recognized, types of acidosis, as bicarbonate falls 
the alkalinity of the blood also diminishes, while in alkalosis the two 
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functions move together in the opposite direction. 


For this reason little 
confusion 


is usually produced by this undiscriminating use of the = Ne 
However, conditions are recognized, and not infrequently encountered, 
which a reduction of bica:bonate is associated with increased blood 
alkalinity and increase of bicarbonate with a diminished blood alkalinity. 
The occurrence of such conditions necessitates exact definition of acidosis 
and of alkalosis unless these terms are to be replaced entirely by some 
more exactly descriptive nomenclature, such as the one that is proposed 
in a subsequent section of this paper. 

Acidosis may be broadly defined as an abnormal condition caused by 
the accumulation in the body of an excess of acid or the loss from the 
body of alkali. The more common cause is accumulation of acid, that is, 
a state in which acids are formed or absorbed more rapidly than they 
are destroyed or eliminated. ‘he process may be considered to have 
produced a state of acidosis when it has caused either the bicarbonate 
of the blood to fall or the hydrogen ion concentration to rise above the 
normal limits. 

Alkalosis may be similarly defined as an abnormal condition caused by 
the accumulation in the body of an excess of alkali or by the loss of 
acid. The etfect of either alkali accumulation or acid loss is to increase 
the secpennaite and usually to diminish the hydrogen ion concentration 
of the bloc 

The exceptions to the general gy that the bicarbonate content and 
hydrogen ion concentrations in t blood move in opposite directions 
(that is, bicarbonate and pu vies. in the same direction) is found in 
conditions in which the acid of which there is an excess or deficiency is 
carbonic acid. 


In his new introduction to R. J. Williams (An 
Introduction to Biochemistry, New York, D. Van Nostrand 
Company, Inc., 1931) says: 

The of aceto-acetic acid and §-hydroxy-butyric acid and 
their accumulations in the blood brings about a condition of acidosis in 
which the blood is less alkaline than normal. he alkaline reserve of 
the blood and tissues is drawn upon to neutralize these acids since the 
blood never becomes acid in reaction. ese acids are then excreted 
by the kidneys in the form of salts, and this means a constant drain upon 
the sources of alkali in the body. The most important means which the 
body uses to prevent this drain is the formation and utilization of 
ammonia to neutralize the acidity. The ammonia arises from protein as 
will be noted in the following chapter. A condition of acidosis is 
accompanied by a high output of ammonia (in the form of ammonium 
salts) in the urine, and usually by the production of a highly acid urine. 
In cases of nephritis in which the kidneys are not functioning normally, 
there may be a condition of acidosis which is not accompanied by highly 
acid urine. In acidosis of this type, the condition may be due not to 
faulty utilization of fats, ete., but to the inability of the kidneys to 
excrete the acids which are continually formed in the course of normal 
metabolism. 
t may be noted that diabetic acidosis probably works in a vicious 
since improper utilization of carbohydrates leads bnormal 
production, and the decreased alkalinity which results 
wrevents normal metabolism of carbohydrates. The alkalinity of the 
is probably maintained in part at least to facilitate the oxidation 
of glucose. Administration of insulin to diabetics, which permits glucose 
utilization, results in alleviation of the acidosis. 


The acidosis of diabetes, a high fat or ketogenic diet, or acute 
starvation is caused by the appearance of acetoacetic acid, beta- 
hydroxybutyric acid and the decomposition product, acetone, in 
the body. These substances arise when an insufficient amount 
ot carbohydrate is available during the utilization of large 
amounts of fat. This condition is therefore only one particular 
form of acidosis and might perhaps better be referred to (from 
the chemical structure of these substances) as a ketosis, 

The belief that there is a condition of acidosis in pellagra 
is based chiefly on older observations that there is an increased 
acid excretion in the urine in this condition. Recent investiga- 
tions (Turner, Tulane University) tend to show that there is 
no great acid-base disturbance in pellagra but rather a decrease 
in the concentration of the serum electrolytes. It is interesting 
to note, however, that there nave been recent reports of a 
pellagra-like skin lesion appearing in patients with ketosis. 


MIGRAINE AND MENSTRUATION 


To the Editor-~A married woman, aged 45, suffers from severe 
migraine during her menstrual periods. She has never been pregnant. 
The menses began at 14 and have always been regular, occurring at 
thirty-day intervals; the flow has been normal and there have been no 
cramps at any time. The patient feels perfectly well until she begins to 
flow. At this time the headache comes on, and it is continuous until the 
end of the period, which is after five days. Physical and laboratory 
examinations give negative results. The family history is also negative. 
I have tried many sedatives, even resorting to morphine, with little 
relief. 1 have given the patient two months’ treatment with an endocrine 
product, which gave no relief. Then I had her treated with x-rays, as 
suggested by Kelly in THe Journat, Sept. 12, 1931, for I hoped to 
obtain relief by causing a cessation of the menses. This was not success- 
ful, and the last period, which she has just finished, was as bad as the 
periods before treatment. I should appreciate any suggestions that you 
may make. Please omit name, M.D., Washington. 

ANsWER.— Unfortunately there is no specific treatment for 
migraine even when it is associated with the menstrual periods. 
In spite of Kelly’s success, elimination of the menses will not 
cure all cases of migraine that occur during the monthly flow, 
because many women who have this type of headache continue 
to have it after the natural menopause as well as before it. In 
the case cited, the roentgen treatment did not stop the menses; 
hence one cannot tell whether castration by irradiation will or 
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will not cure the migraine. Since the patient is 45, there will 
most likely be no harm in applying a sufficient dose of the 
roentgen rays to eliminate the menstrual flow entirely. While 
waiting for the effect of castration, and certainly if the irradia- 
tion is not helpful, it is important that the patient take special 
care to build up her resistance. She should have a well balanced 
diet and plenty of fluids ; she should take a good deal of exercise, 
especially outdoors, and she should be sure to have a bowel 
movement at least once a day. If necessary, a tonic should be 
given. A careful examination should be made to detect any 
possible cause. 


EPIPHORA 


To the Editor:—A woman, aged 30, complains of epiphora of the left 

eye for several years. This is not constant but is worse when she is 
reading or under nervous tension, as when at a party. Her correction 
under cycloplegic is O. D. + 0.25 cyl. ax. 15; O. S. + 0.50 cyl. ax. 180. 
A man, aged 56, has had epiphora of the right eye only, for several years. 
This is worse in very bright light and when the patient is reading for 
only a short time, even though the light is properly placed and “ayes 
His correction is O. D. + 2.75 S. = + 0.50 cyl. ax. 180, and O. 
3.50 S., which gives a vision of 6/6 + + + 0. U. The reading “shai 
tion is on 2.50. Both of these patients are in good general health. There 
is no history or evidence of allergy. Neither is subjected to irritating 
substances while at work. In each case the puncta are patent and in 
normal position, and the nasal duct is fully open. There is no evidence 
of blepharitis, conjunctivitis, or inflammation of the lacrimal gland. Any 
suggestions as to possible causes and corrections of this condition will be 
greatly appreciated. Please omit name and address. M.D., Ohio. 


ANSWER.—It is evident that in neither of these cases is the 
refractive error the causative factor of the annoying epiphora. 
But it is possible that there is an imbalance of the ocular muscles 
that may be contributory. The so-called nervous lacrimation 1s 
always bilateral and hence falls out of this picture. Another 
possibility is that the lacrimal puncta of the affected side do not 
dip into the lacrimal lake when the eyes converge for reading 
and, consequently, the tears cannot enter the tear passage. It 
is, of course, taken for granted that the possibility of a minute 
foreign body of the cornea or a small corneal infiltrate has been 
eliminated. 


PREPARATION OF HANDS AND OF PATIENT PREVIOUS 
TO SURGICAL OPERATIONS 

To the Editor:—For many years the technic of preparation of patients 
for abdominal operations and of sterilization of the surgeon’s hands has 
remained unchanged at our institution. The question has been raised 
as to whether improvements may not be made in this technic for the 
mutual benetit of physician and patient. I should greatly appreciate it 
if you would answer the following questions: Do you have any criticism 
of our technic, which is as follows: The operative area is shaved. The 
patient’s abdomen is scrubbed with liniment of soft soap and water, then 
washed with alcohol, and dried. Tincture of iodine, 3.5 per cent, is 
painted over the abdomen, which is then covered with a sterile towel. 
This is done in the ward or room several hours previous to the operation. 
When the patient, under anesthesia, arrives in the operating room, the 
abdomen is again painted with 3.5 per cent iodine, and the iodine is 
wiped off with 95 per cent alcohol, after which the operative area is 
draped and the operation proceeds. The surgeon’s hands are scrubbed for 
seven minutes with soap and water; while wet they are dipped in half 
strength tincture of iodine and then into 95 per cent alcohol, after which 
they are wiped dry on a sterile towel. The gown is put on, the hands 
are powdered and dry gloves put on. Do you feel that the iodine in the 
tincture is of any practical value, or will 95 per cent alcohol or a mixture 
of alcohol and acetone serve the same purpose? Do you think it practical 
to eliminate the preparation in the ward or room, and do the preparation 
of the patient in the anesthesia room just before operation? The litera- 
ture on this subject is unsatisfactory, and I shall greatly appreciate a 


reply. Haroip A. Kazmann, M.D., Long Branch, N. J. 


ANsSWER.—For abdominal operations many different schemes 
have been employed for preparation of the patient, the surgeon 
and the assistants, and good results have been obtained by a 
number of different methods. The method that has stood the 
test of time and is probably the simplest and best method today 
is the following: ‘The operative area is shaved and the patient 
is scrubbed with liniment of soft soap and water and then 
washed with 70 per cent alcohol. This is followed by a thor- 
ough washing for a minute or more with 1:2,000 corrosive 
mercuric chloride solution. The area is then dried and the field 
is ready for operation. This is done in the preparing room 
immediately before the operation. There are definite objec- 
tions to the use of iodine. A few patients have an idiosyncrasy 
against iodine, and its use is followed by irritation and it is 
not nearly as efficient as the alcohol and mercuric chloride. 

In regard to the surgeon's hands, this preparation has been 


much simplified and improved. The surgeon should wash his 
hands thoroughly with castile soap and warm water. If a 
brush is used it should net be a stiff brush but one that does 
not irritate the skin—a rather soft nail brush can be used to 
The hands should then be put in a 70 per cent 


advantage. 


Jour. A. M. A. 
Fes. 20, 1932 
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solution of alcohol; the denatured alcohol employed is probably 
best (70 per cent alcohol, 1 per cent of phenol and 29 per cent 
water), The hands should be kept in this solution for about 
ninety seconds, then taken out and dried on a dry towel; sterile 
talcum powder should be poured on the hands and dry gloves 
should be us In addition to this, a basin of mercuric chloride, 
1: 2,000, should be on hand so that after the surgeon has put 
on his gloves he can put them in the mercuric chloride solution 
and wash off the extra talcum, and then wash off the mercuric 
chloride solution in sterile water. All this preparation should 

done immediately before the operation in the preparing room 
just before the patient is anesthetized, 

This method has the sanction of Moynihan, who has done 
such brilliant surgery; of Harvey Cushing, one of the great 
leaders in brain surgery; of Lexer, who endorses it in the last 
edition of his Allgemeine Chirurgie, in which the subject of 
preparation is fully dealt with, and of Bevan at the Presby- 
terian Hospital, Chicago. 


PURE WATER AND THE GOLDFISH TEST 

To the Editor:—It has recently been noted that goldfish, when put into 
the drinking water that is used at this institution, die within a few hours. 
The water is pumped from a river into a set ving basin and thence into 
a mixing vat in the filtering plant, where it is mixed with alum and 
lime; it then goes into another vat and is filtered through seven different 
grades of sand. About &5 thousand gallons of water is filtered daily 
with 115 pounds of alum and 50 pounds of lime. Please advise whether 
this water would be injurious to human beings and what process of filtra- 
tion might be used to filter the water successfully so that there would 
be no possibility of any ill effects from its use. If you are unable to 
give this information | shall appreciate it if you will advise where speci- 
mens of this water may be sent for analysis. Any information you may 


give will be appreciated, J. D. Ritey, M.D., State Sanatorium, Ark. 


ANSWER.—The removal of excessive color or turbidity from 
a water by the use of aluminum sulphate as a coagulant, often 
with the addition of lime to give a suitable degree of alkalinity, 
has long been known and widely practiced in this country and 
abroad, The quantity of the chemical agent to be used depends 
on the character of the water treated and is ordinarily deter- 
mined by trial. The amount of coagulant, generally used is 
between 0.03 and 0.13 Gm. (one-half and 2 grains) a gallon, 
but larger amounts are frequently used, particularly when rapid 
action is desired. The water should contain a residual alka- 
linity of at least 10 parts per million if it has been treated with 
aluminum sulphate or any other aluminum compound. No 
injurious effect on the consumer of such treated water has 
ever been recorded. The goldfish test of the potability of 
water is open to objection. Goldfish may die from a variety 
of causes, such as lack of oxygen in the water, which would 
not affect the wholesomeness of the water for human 
consumption. 


TREATMENT OF DYSURIA 
To the Editor:—Could you tell me the.most reliable drugs or combi- 
nation to use in old people (60 years of age) for frequent urination, 
burning and pain? I have three cases at present and have had several 
women, aged from 45 to 60. It lasts two or three weeks, and possibly 
a year or so later another attack occurs. 


Grorce C. Stimpson, M.D., Poysippi, Wis. 


ANSWER.—The symptom complex “dysuria,” frequent, burn- 
ing and painful urination is indicative of bladder irritation and 
may be due to cystitis, pyelitis or pyelonephritis, ulcer, cancer 
or tuberculosis of the bladder. Obviously, treatment of the 
cause requires first consideration. If the condition is cystitis, 
its cause, whether urethral stricture, enlarged prostate or cys- 
tocele, needs to be determined, and, if it is removable, relapses 
will of course be prevented. The treatment of the cause having 
been attended to as well as possible, and cystitis being the 
presumable cause, either the alkaline or the acid treatment 
should be adopted, according to whether the freshly passed 
urine is alkaline or acid. Ii the urine is acid (B. coli-communis 
infection), alkalizing the urine often gives striking benefit, as 
with the use of the following prescription: 


Gm. or Ce. 
BR Tincture of 


M. Label: one or two teaspoonfuls in glassful of water every two hours. 


When the urine is alkaline to start with, and in acid urine 
cases after several days of alkaline treatment, the urine is 
rendered acid, and this is combined with the administration of 
methenamine; for alkalis are not curative: they merely relieve 
the symptoms. This acid-methenamine treatment, on the other 
hand, often temporarily increases the discomfort; and the 
patient should be warned of this beforehand. The best drug 
for acidifying the urine is acid sodium phosphate given in 
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doses of from 1 to 2 Gm. three times daily, the limit to which 
it may be pushed being determined by its ‘laxative action. Ii 
necessary, ammonium benzoate (0.6 Gm. three times daily) 
may be used as an adjuvant. As soon as the urine has been 
acidified, methenamine may be given in initial doses of 0.3 Gm. 
three times daily, increased as rapidly as possible up to the 
point of tolerance, or from 1 to 1.3 Gm. three times daily. In 
obstinate cases with a chronic tendency, silver nitrate bladder 
instillations (from 1: 10,000 up to 1: 1,000) are likely to be 
useful. 
CHRONIC INFLAMMATION: IN) GONORRHEA 

To the Editor :—1 should like to know the best treatment that you would 
advise for chronic gonorrhea and for a morning drop which returns after 
a rest of a period of months. Various silver preparations, autogenous 
vaccines and dilation of the urethra, followed vy astringent irrigations of 
silver, have been used; I also made a urethroscopic and a cystoscopic 
examination to determine the pathologic condition, and I found none. 
I advised rest for three weeks or more, and the condition subsided for 
from one to several months, and again it returned. I have even inserte:| 
2 to 3 per cent mercurochrome-220 soluble into the bladder. I get results 
from most of the methods used, but the condition seems to recur again, 
in some cases returning with a clear watery discharge producing no 
symptoms whatever. Microscopic examination shows a few pus cells and 
a few streptococci and staphylococci. The Wassermann tests give negative 
results. In the meantime, with no continuous discharge and no stricture, 
would you become suspicious that a malignant condition might develop 
after a number of years? One case gives a history of twenty years or 
more, is relieved for a certain length of time, and then recurs again. 
When the aforementioned treatments are used, I find that some of the 
patients are greatly relieved by intercourse. I shall appreciate any 
information you will suggest that will help bring about a lasting result. 
Please omit name. M.D., Nebraska. 

ANSWER.—Recurrence of a urethral discharge following 
gonorrheal processes may be based on the presence of follicular 
infiltrations, urethral strictures with submucous infiltration, 
chronic prostatitis and vesiculitis. Persistent inflammations ot 
the urethral glands are diagnosed by urethroscopy and if the 
condition does not yield to dilation and instillations must be 
destroyed by galvanocaustic or the diathermic needle.  Stric- 
tures are properly diagnosed and located by the use of olive- 
tipped sounds. This kind of instrumentation is of paramount 
importance in the so-called wide strictures. Submucous infiltra- 
tions underlying the cicatricial tissue are diagnosed by palpation 
over an introduced steel sound. The routine treatment of such 
conditions is systematic dilation and massage over the sound 
followed by injections of some disinfecting fluid. If, however, 
dilation is followed in short order by retraction, such observa- 
tions indicate the presence of elastic fibers within the scar tissue, 
and a stricture of this character has to be treated by ure- 
throtomy. Quite often the extended use of silver salts will 
maintain a discharge, and in such instances irrigations with 
indifferent solutions have to be resorted to. In practically all 
the chronic cases the posterior urethra, prostate and seminal 
vesicles are involved. Prostatitis and seminal vesiculitis are 
diagnosed by bimanual palpation and by expressing the contents 
of these organs immediately following cleansing of the urethra 
by irrigation. Prostatitis and vesiculitis are treated by sys- 
tematic massage combined with medical diathermy and repeated 
intradermic injections of some protein. In some instances. 
so-called dead inert submucous urethral infiltrations are bene- 
fited by the use of the Oberlaender dilator. Unfortunately. 
chronic “catarrhal” afflictions of the urinary mucosa may recur 
in spite of all therapeutic efforts and have to be treated at 
intervals as often as the exigency arises. 


TOBACCO IN ANGINA PECTORIS 
To the Editor:—The authorities that I have been able to consult on 
the management of patients with angina pectoris say that the patient 
must abstain from the use of tobacco. Is it the opinion of those who 
have made a thorough study of angina pectoris and disease of the coro- 
nary arteries in general that absolute abstention from tobacco is essen- 
tial in all such cases? Please omit name. M.D., Ohio. 


ANSWER.—Most authorities, as is stated in the query, advise 
that a patient with angina pectoris abstain from the use ot 
tobacco, Not all physicians, however, mean by this that there 
should be absolute abstention. The consensus is that the exces- 
sive use of tobacco is harmful. This opinion is based merely on 
clinical experience, but it is so general that there is probably 
some foundation in fact for it. Some physicians go so far as 
to say that there is a type of angina that is due solely to 
tobacco, a “tobacco angina”; others do not recognize this as a 
peculiar form. To repeat, the prevailing opinion is that the 
excessive use of tobacco in any form, but chiefly in smoking, 
has an influence in increasing the number and severity of the 
paroxysms, 
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TREATMENT OF RINGWORM OF NAILS 

To the Editor:—For four months I have been treating a case of ring- 

worm of all the finger nails with the exception of one index finger, at first 

using 10 per cent sulphonated bitumen and ammoniated mercury ointment, 

and trichophytin hypodermically, and later a solution of chlorinated soda 


locally. Have you any other suggestions besides Whitfield’s ointment? 
Please omit name. M.D., Virginia 


ANSWER.—Ringworm of the nail is the most difficult form of 
the disease to cure. Fractional doses of roentgen rays may be 
given, one-fourth erythema dose each week for from eight to 
ten weeks. Strong antiseptic applications should not be used 
with this treatment. The rest of the finger should be shielded 
and each nail treated separately. If this fails, or in place of 
it, the nail may be softened by a wet dressing of Fehling’s 
alkaline copper solution for two days; the soft nail should 
then be removed and the finger dressed with 2 per cent solu- 
tion of copper sulphate, 25 per cent sodium thiosulphate, or 
a strong solution, from 0.25 to 1 per cent, of corrosive mercuric 
chloride in 50 per cent alcohol. The latter should not be used 
longer than twenty-four hours. 


USE OF REFRACTOMETERS 
To the Editor:—I wish to obtain information as to the value of the 
Rodenstock nonreflecting prism refractometer, which is made by Rodenstock 
of Munich, Germany, and has as its distributor in the United States the 
Independent Traders, Inc., of 11 West Forty-Second Street, New York. 
[s it of value in the armamentarium of the oculist? Does it, as it is 
claimed, replace retinoscopy and homatropine? Please omit name. 


M.D., New York. 


ANSWER.—The_ Rodenstock refractometer is as good an 
instrument of its kind as there is on the market, and as much 
can be accomplished with it as with any mechanical instrument 
ior refraction. It does not replace a mydriatic, for it does not 
overcome accommodation. With a mydriatic it is just about 
as accurate as retinoscopy, either spherical or cylindric, and 
requires about the same amount of time. Without a mydriatic, 
no more accurate refractive results can be obtained than wit!) 
the ordinary trial case. Thus far no refractometer has sup- 
planted the usual time honored methods of refraction or added 
to the accuracy or speed. 


OPIUM IN SUPPOSITORIES 

To the Editor :—In suppositories for relief of hemorrhoidal pain, why 
is opium, which does not exert a local anodyne action, usually the dru¢ 
of choice in pisference to cocaine, which does have a local effect? 


Please 
omit name, 


M.D., California. 


ANsWER.—The opium alkaloids as well as cocaine are readily 
absorbed from the rectal mucosa. Opium produces the desired 
anodyne effect after absorption. Cocaine is anodyne only as 
long as it is not absorbed. It may even fail to relieve the pain 
of hemorrhoids by local action, because the fleeting, superficial 
anesthesia induced by it does not extend to the nerves of the 
submucosa that are involved in the inflammatory process. 


— 


DIPHTHERIA 

To the Editor:—I have a student, aged 8 years, who is a diphtheria 

carrier. In the treatment of a diphtheria carrier, is diphtheria toxoid 

or antitoxin of any avail? Or should local treatment be given? Should 

the student be quarantined? I should appreciate a detailed answer. 
Please omit name. M.D., Oklahoma. 


ANSWER.—Diphtheria toxoid or diphtheria antitoxin would 
probably not be of any avail in clearing up a diphtheria carrier. 
If the tonsils are abnormal they would better be removed: 
otherwise, ordinary nonirritating gareles may be used. Natu- 
rally, the pupil should be kept away so far as possible from 
other children who may be susceptible to diphtheria, as long 
as he is a carrier. In chronic carriers, testing the virulence 
of the organisms is always desirable. 
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PRESCRIPTION FOR SFBORRITEA OF SCALP 
To the Editor :—Please inform me whether the following prescription 
is an adequate treatment for dandrutt: 
White petrolatum, q. 
Directions: 
Please omit name. 


6% 


Rub «oh into the scalp after a shampoo. 

M.D., Arizona. 
ANSWER.—Dandruff is the common name for any scaly con- 

dition of the scalp. No single form of treatment can meet ai! 

the conditions that cause it, some of which, indeed, are incurable. 

For an ordinary seborrhea of the scalp the prescription given 

may be beneficial. 


— 


Council on Medical Education 
and Hospitals 


COMING EXAMINATIONS 


Atasxa! Juneau, March 1. Sec., Dr. Harry C. DeVighne, Juneau. 

AMERICAN Boarp oF OspstTetTRiIcs AND GYNECOLOGY: Written examina- 
tions will be held in nineteen cities of the United States and Canada, 

arch 26. The general, oral and clinical examination will be held in 
New Orleans, May 10. Sec., Dr. Paul Titus, 1015 Highland Building, 
Pittsburgh. 

Arizona: Phoenix, April 5-6. 
Ave., Phoenix. 

Cauirornta: Reciprocity. Los Angeles and San Francisco, March 16, 
Sec., Dr. Charles B. Pinkham, 420 State Office Bldg., Sacramento. 

Connecticut: Homeopatiic. New Haven, March 8. Sec., Dr. 
Edwin C. M. Hall, 82 Grand Avenue, New Haven. Kegular. Hartford, 
March 8-9. Endorsement. March 22, Sec., Dr. Thomas P. Murdock, 
147 W. Main St., Meriden. 


Sec., Dr. B. M, Berger, 12 N. Central 


Ipano: Boise, April 5. Comm. of Law Enforcement, Hon. Emmitt 
Pfost, Boise. 

Marne: Portland, March 8-9. Sec., Dr. Adam P. Leighton, Jr., 192 
State St., Portland. 

MASSACHUSETTS: Boston, March 8-10. Sec., Dr. Stephen Rushmore, 
144 State House, 


MINNESOTA: Science. 


Bas Minneapolis, April 5-6. Sec., Dr. J. 
McKinley, 126 Millard Hall, 


University of Minnesota, Minneapolis. 


—- Helena, April 5. Sec., Dr. S. A. Cooney, Power Block, 
elena. 

New Hampsurre: Concord, March 10-11, Sec., Dr. Charles Duncan, 
Concord. 

Oxtanoma: Oklahoma City, March 8-9. Sec., Dr. J. M. Byrum, 
Shawnee 

Porto Rico: San Juan, March 1. Sec., Dr. A. Ortiz Romeu, Diaz 


Garcia Clinic, San Juan 
Ruope Istanp: Providence, April 7-8. 
319 State Office Building, Providence. 
West ViroGinta: Charleston, March 22. 
Charleston, 


Dir., Dr. Lester A. Round, 
Sec., Dr. W. T. Henshaw, 


New Jersey June Report 

Dr. James J. McGuire, secretary, New Jersey State Board 
of Medical Examiners, reports the written examination held 
at Trenton, June 16-17, 1931. The examination covered 9 
subjects and included 90 questions. An average of 75 per cent 
was required to pass. Seventy candidates were examined, 67 
of whom passed and 3 failed. The following colleges were 
represented : 


Year Per 
College Grad. Cent 
University of Colorado School of Medicine. neeavevess\ eS 81.2 
ale University School of Medicine............... eee. (1930) 82.6 
Georgetown University School of Medicine............ (1930) 75, 
77.1, 77.7, 78.6, 78.7, 78.8, 79.6, 80.4, 81.3, 82.3, 83.3, 
83.3, 84.2, 85.2, 86.8 
Howard University School of Medicine............... (1939) 85.2 
Loyola University School of Medicine..............-4. (1931) 82.7 
University of Maryland anes of Medicine and College 
of Physicians and 81.5 
Harvard University Medical. . 930) 86.3 
Tufts College Medical School............... (1929) 86, (1939 79.8, 
University of Michigan Medical School............... (1930) 83.5 
St. Louis University School of Medicine........... (1939) 75, 78.7, 81.4 
Columbia Univ. College of Physicians and Surgeons... .(1930) 82.2, 
86.3, 87.1 
Cornel! University Medical College........(1929) 88.7, 
Long Island College (1939) 82.1, 
University of the City of New York Medical Dept..... ais 
Coll. and Hosp. of Philadelphia, . (1930) 75.4, 
80.4, 80.8, , 84.3, 85.3, 88.1, 88.8 = ® 
79.7, 79.8, 80.3, 83.6, 84.1, 84. 
Temple University School of (1930) 75 
of School of “Medicine: 78.6, 
0 
University of Vi irginia Department of a ee (1930) 79.6, 84.7 
University of Toronto Faculty of Med.....(1924) 81.4, hated 80.7 
McGill University Faculty of Medicine............ .+-(1930) 75, 79.5 


University of Bologna Faculty of Med. and Ste. t19269" 75 


Year Per 

College Goad Cent 
Temple University School of Medicine...........+.++ 930) 73 

University of Naples Faculty of Medicine and Surgery.. *t1928)° 64.7 
University of Rome Faculty of Medicine and Surgery. .(1927) 66 


Dr. McGuire also reports 114 physicians licensed by endorse- 
ment from Jan. 12 to July 21, 1931. The following colleges 
were represented: 


LICENSED BY ENDORSEMENT Year mndoveptnant 


College Grad 
University of Colorado School of Medicine........... (1927) Colorado 
George Washington University Medical School...... ite 2) New 
Howard University School of Medicine.............. 2) W. Virginia 
Atlanta College of Physicians and Surgeons, Georgia. oor} Florida 
University of Georgia Medical Department......... - (1927 Georgia 
jenner Medical College, (1915) Illinois 
University of Iilinows. College of Medicine........... (1930) Illinois 
Indiana University School of Medicine............. (1928) Indiana 


MEDICAL EDUCATION 


AN SPIT. Jour. A. 
S‘ate University of Towa College of Medicine. (1915), Towa 
University of Louisville School of Medicine......... Indiana 
Tulane University of Louisiana School of Medicine. 1929) New — 
Atlantic Medical College, Baltimore......... 


Johns Hopkins rsity School of Medicine 
(1928) Verm 

University of Gockel School of Medicine and C 
lege of Phys. and Surgs.(1928) Maryland, (1928), “(1929 oN ee — 


Roston University School of B. M. E 
Harvard University Medical School................. 
Tufts College Medical School....... i830 Maryland, (1928) R. Island 
Detroit College of Medicine and Surgery............. 1929) New York 
University of Michigan Med. (1920), Michigan 
University of Minnesota Medical School............. 24) Minnesota 
St. Louis University School of Medici (1927) Missouri 
Washington University School of Medicine...........+ Nebraska 
University of Nebraska College of Medicine........ «(1921 Nebraska 
Columbia University Collies of Phys. and Surgs.... (1927)N. Ex. 

(1916), (1919), (1921), (1928, 2), (1929, 4), (1930. 3) w York 
Cornell University Med. College...(1911) New York, Ex. 
Long Island College Hospital.. (1926), (1929, 3), (19 New York 
New York Homeopathic Med. College and 19015 New York 
New York Homeopathic Med. Coll. and Flower Hosp..(1939) New York 
Svracuse University College of Medicine............ 1930) New York 
University and Bellevue Hospital Medical ne: - .(1915), 

(1920), (1921, +2), (1927), (1928), (1929, 4), (1930. 5) New York 
U niversity of Buffalo School ‘of Med. . (1924), (1529), (1930) New York 
University of the City of New York Medical "Dept.. pie 5) New York 
Western Reserve University School of Medicine...... (1925) New York 
Hahnemann Med. College and Hosp. of Philadelphia. . (1929) Penna. 
Medical College of Philadelphia............ 1926) New York, 

8), (1929) N. Carolina, (1920), (1925) 

Nes (1930) Tennessee 
Medico- Chirurgical College of — 
Temple University School of Medicine............. ra. 


ate of Pennsylvania School of Med. 


(1924), N, B. Ex, 
(1928) North Carolina, (1929) New York 


of Tennessee College of Medicine...... (1923) Florida, 
(1927) Louisiana 
University of Vermont College of Medicine.......... 914) Maine 
Medical College of Virginia......... (1929) Vir cine, (19309 New York 
Queen’s University Faculty of hicdicine (1899), New York 
University of Toronto Faculty of Medicine.......... (1928) Michigan 
University of Western Ontario Medical School....... (1928) New York 
McGill University Faculty of Medicine............ .(1928)N. B. M. Ex. 
University of Graz Faculty of Medicine, (1922) Connecticut 
University of Berlin Faculty of Medicine........... 1913)* New York 
University of Munich Faculty of Medicine.......... (19 4) New York 
University of Athens, School of Medicine............. (1911)* Alabama 
National University of Ireland Faculty of Medicine. Be Connecticut 
University of Catania Faculty of Medicine, 


U —- of Naples Faculty of Med. and Surg...... 
of Med. and Pharm. of Guadalajara, i918) New! York 
* Verification of graduation in process. 


Tennessee June Examination 

Dr. Alfred B. DeLoach, secretary, Tennessee State Board of 
Medical Examiners, reports the written examination held at 
Knoxville, Memphis and Nashville, June 16-17, 1931. The 
examination covered 8 subjects. An average of 75 per cent 
was required to pass. One hundred and six candidates were 
examined, all of whom passed. The following colleges were 
represented : 


Year Number 

College — Grad. Passed 
Howard University School of Medicine. 3 
University of Illinois College of Medicine. . seeves (1931) 1 
University of Louisville School of Medicine. 1.2) 2 
Tulane University of Louisiana School of Medicine: 11931" 2) 2 
Tufts College Medical (1929) 1 
St. Louis University School of Medicine......... oe eee(1929) 1 
University of Pennsylvania School of Medicine........ (1931) 1 
Medical College of the State of South (1930) 1 
Meharry Medical College.............. 930), (1931, 35) 36 


University of “College of 
Vanderbilt University School of Med 
Baylor University Medicin 
Medical College of Virgi 
University of Virginia Dropasieueiil of Med. 


(1931, 20) 21 
(1930, 2), 33 


(1930 
. (1930), (1931) 2 


~ = 


Arizona October Reciprocity Report 
Dr. B. M. Berger, secretary, Arizona State Board of Medical 
Examiners, reports 12 physicians licensed by reciprocity with 
other states at a meeting held at Phoenix, Oct. 5, 1931. The 
following colleges were represented: 


LICENSED BY RECIPROCITY Year ee" “Bind 


College Grad. 
College of Physicians and Surgeons, 1910) Arkansas 
University of California Medical Department........ 1898) Calhfornia 
ulane University of School of .(1917) California 
Tufte College Moatlical 24) ss 
Beaumont Hospital Medical Missouri........ Missotri 
John A. Creighton Medical College.................- a Montana 
Columbia Univ. College of ingg pr Surgs. .(1904), (1907) New York 
Starling Medical College, Ohio........ (1 Ohiv 
Jefferson Medical College of ‘Philadelphia (1895) Penna. 
University of Tennessee Medical Department......... $3 Tennessee 
University of Tennessee College of Medicine......... (1915) Tennessee 
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Book Notices 


The Measurement of Man. By J. A. Harris, ©. M. Jackson, PD. &. 
Paterson and R. E. Scammon. Cloth. Price, $2.50. Pp. 215, with &7 
fllustrations. Minneapolis: University of Minnesota Press, 1930. 

This excellent volume is divided into four chapters, each 
written by an authority in his field. In chapter I, on the 
measurement of man in the mass, the late J. Arthur Harris 
points out that human attributes are rigidly lawful in their 
frequency of occurrence and that, when man is studied in the 
mass, many definite relationships can be detected and quanti- 
tatively expressed which would be overlooked if attention were 
limited solely to the consideration of individuals. The author 
discusses fully the measurement of type in masses of mankind, 
the measurement of interrelationship between the characteris- 
tics of man in the mass, and the measurement of the relation- 
ship between physiologic and physical characteristic in man. 

In chapter II, on normal and abnormal human types, Clar- 
ence M. Jackson discusses the various racial types of mankind, 
types of body build, and comparative studies on the height, 
weight, weight-height index, chest circumference and expan- 
sion, vital capacity, pulse rate and blood pressure between male 
students at the University of Minnesota of purely Scandinaviain 
and German descent. The relationship of the endocrine glands 
to human body build is briefly summarized. 

In chapter III, on personality and physique, Donald G. 
Paterson reviews the preceding beliefs and knowledge of the 
subject, takes up the subjects of physiognomy and phrenology, 
and continues with a discussion of scientific studies of physique 
in relation to mental traits. He considers height and weight 
in relation to mental traits, and anatomic age, mental age and 
body build as related to intelligence and temperament. This 
is followed by a_ consideration otf physical condition and 
intelligence. The author concludes by stating that, with the 
possible exception of physical factors associated with tempera- 


mental characteristics and of disease processes involving the 


higher centers of the central nervous system, no intimate rela- 
tion exists between bodily traits and mental development. 
Ordinary physical defects and certain presumably deleterious 
physical conditions seem to be relatively unrelated to the enor- 
mous range of individual differences in intelligence. 

In the final monograph, on the measurement of the body in 
childhood, Richard E. Scammon discusses growth in length, 
in weight and in surface area of the body in childhood. He 
then considers the growth of the various parts and organs ot 
the body, and makes an interesting comparison between pre- 
natal and postnatal growth. His conclusions as to the rate 
of growth are important. He points out that at birth the 
various organs of the body are growing at a rate of between 
5 and 10 per cent of their attained magnitudes. In infancy 
and early childhood this relatively rapid rate of growth is 
reduced. The relative growth of the body as a whole (the 
general type) drops to a minimum at about 7 years of age 
and later shows a rise to about 12 vears of age. The genital 
organs show little activity in growth until prepuberty, when 
there is a tremendous rise in their rate of growth, while the 
nervous system shows no increase in relative rate of growth 
in Jater childhood or adolescence. Finally, the lymphoid organs, 
as the thymus, show not only a relatively decreased rate ot 
growth but an actual negative velocity, an actual loss of weight 
following puberty. 

These monographs should prove of great value not only to 
the elementary student of this subject but also to all specialists 
in this field of science. 


Theorie und Praxis der Krebskrankheit. Von Privatdozent Dr. Felix 
Mandl, Assistent der IL, Chirurgischen Universitats-Klinik in Wien. 
Cloth. Price, 10 marks. Pp. 144, with 28 illustrations. Vienna: Wil- 
helm Maudrich, 1932. 

In the first part of the book the author discusses the incidence 
of cancer and its social aspects. Some statistics indicate an 
increase in incidence. An increased predisposition of certain 
organs to malignant disease is noted. The increased frequency 
of lung cancer is especially noteworthy. There follows a briet 
summary of the principal theories of the causation of cancer. 
L:fforts in cancer control in Germany are directed toward the 
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building of diagnostic centers rather than extensive education 
of the public as undertaken in America. The preventable 
cancers are enumerated and discussed. The failure to evolve a 
specific serodiagnostic test for the present leaves the diagnosis 
of cancer in the realm of microscopic pathology. The general 
principles of preoperative and postoperative radiation are briefly 
mentioned, The second part of the book deals with the symp- 
tomatology, diagnosis and treatment of the principal forms of 
cancer affecting various organs. The choice between surgery 
and radiation is stated in each instance and the value of com- 
bining radiotherapeutic and surgical methods is emphasized. 
The material is well arranged. The presentation is clear. As 
a concise statement of some of the principal aspects of cancer, 
this little volume constitutes a practical treatise which will be 
particularly useful to those having a general interest in the 
cancer problem. 


Diabetes: Its Control by the Individual and the State. By Elliott P. 
Joslin, M.D. Harvard Health Talks. Cloth. Price, $1. Pp. 70, with 
illustrations, Cambridge: Harvard University Press, 1931, 

This book is published as one of the Harvard Health Talks, 
of which some eighteen are now available, an excellent method 
tor education of the public concerning what it should know 
about disease. The book is written in the usual succinct and, 
at the same time, attractive style of Dr. Joslin. His analysis 
of the mortality statistics in diabetes indicates that more people 
may be dying of the disease but that they are dying at advanced 
ages. Hence, they are living longer to die of diabetes rather 
than succumbing to the diseases that used to carry people off 
in their youth. Dr. Joslin feels that the control of diabetes will 
demand help by the state in educating the public, endowment 
ot the general practitioner, the establishment of diabetic centers 
and the proper education of the people in restricted diets that 
will tend to prevent diabetes. A special section of the book 
is devoted to the work of the New England Deaconess Hos- 
pital, with which Dr. Joslin is associated, and exemplifies the 
manner in which good results have been accomplished in that 
institution, 


Chirurgische und konservative Kosmetik des Gesichtes. Herausgegeben 
von Dr. Leander Pohl. Mit einem Geleitwort von Hofrat Professor Dr. A. 
Fiselsberg. Paper. Price, 25 marks. Pp. 383, with 445 illustrations. 
Berlin: Urban & Schwarzenberg, 1931. 

The object of this book as set forth in the preface is to 
provide the general practitioner with the necessary information 
for him to determine whether or not a patient’s appearance can 
be benefited by conservative or surgical procedures. It is also 
written for the plastic surgeon, giving standard and recent 
operative procedures without the technical detail usually found 
in a textbook. The several authors, each writing in his own 
specialty, belong to the Vienna school, and the treatise is there- 
fore much more coherent than the usual composite work. ‘The 
first article deals with the normal proportions of the face and 
is chiefly concerned with anthropometry; it considers the 
influence of age, race, sex and climate on physiognomy. The 
second article takes up the changes in the face resulting from 
internal disorders and is exceedingiy interesting for all prac- 
titioners of medicine. While the average physician frequently 
has a clue to diagnosis from the patient’s physiognomy, a perusal 
of this chapter will explain why certain old practitioners fre- 
quently make a diagnosis from what is called intuition, whereas 
their experience and scrutiny ot the patient enable them to 
suspect disease from the facial appearance alone. The effects 
ot faulty circulation, endocrine disturbances, functional disorders, 
bone disease, nerve lesions, and infections of various kinds are 
well illustrated. The cosmetic effects of many skin diseases 
are then taken up, together with a discussion of the most recent 
treatment of such disfigurations. It is interesting to note that 
the use of electrocoagulation has supplanted other forms of 
treatment in many instances of this kind. In the discussion of 
the subject of plastic operations on the face, many of the former 
operations which are now obsolete are wisely omitted, and the 
standard procedures, many of which are based on World War 
experience, are well described and illustrated. The descriptions 
of operations on the eyelids and bulb are well delineated and 
are of value to both the ophthalmologist and the surgeon. 
Succeeding chapters deal with deformities of the mouth, lips, 
jaws and palate. These chapters, too, are well written, are 
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concise, and contain essential information. Deformities result- 
ing from malposition of the teeth and their treatment are then 
taken up. The average surgeon will find here much informa- 
tion concerning the effects of such malpositions on the physiog- 
nomy and the value of orthodontia in the young as a method 
of preventing future facial disfigurement. The final article treats 
of the making of moulages and prostheses by the aid of 
“Negocoll” and “Hominit,” two new materials which present 
many advantages over plaster-of-paris models. In conclusion it 
may be stated that the book fulfils its purpese well, that it will 
be of great service to the practitioner seeking information on 
this subject, and that it will also be a valuable adjunct to the 
library of the plastic surgeon. 


Paying Your Sickness Bills. 
$2.50. 276, with 
Press, 1931, 


By Michael M. Davis. 
illustrations. Chicago: 


Cloth. Price, 
University of Chicago 


This volume is published to include studies made under 
grants from the Rockefeller Foundation. It includes much of 
the material that Mr. Davis has used in his addresses and his 
published articles in recent years. He writes well, he has an 
extensive knowledge of medical conditions and affairs in various 
parts of the country, and he is able to present the story graphi- 
cally. Thus he has drawn together a vast amount of statistical 
and other data concerning medical practice in this country. 
Through his association with various clinics, dispensaries and 
other attempts to provide adequate service for the middle class, 
he is able to contribute first hand information on the costs and 
the results of such institutions. One of his chapters deals 
with a study of sickness cost and care in 536 Chicago families 
based on a report made by the Institute of Medicine. A sec- 
tion on fee tables is enlightening. 

Mr. Davis sees the solution of the problem in organized 
medical service. He calls for medical leadership apparently 
different from such leadership as is now available, hinting 
indeed that our present policies are short sighted. Like many 
other proponents of social medical schemes, Mr. Davis makes 
his case by shutting his eyes to much of the evidence that the 
opposition may muster. On page 255, he asserts that the report 
of the British Medical Association, reviewing the advantages 
which the British system of health insurance has given to the 
British medical profession and the public, received no notice 
whatever in the leading medical periodicals of America and 
little in less widely read journals. If Mr. Davis had consulted 
the index to the volumes of THE JouRNAL for 1930 he would 
have found several statements by the London correspondent 
outlining the plan. If he had cared to inquire at the head- 
quarters of the American Medical Association he would have 
learned that most serious consideration was given to this report 
and that knowledge of its background depreciated its value 
greatly for the informed. 

To recapitulate, the information that Mr. Davis has makes 
anything he writes in the field of medical economics interesting ; 
but the bias, either conscious or unconscious, with which he 
approaches the subject interferes greatly with any value that 
it may have for the medical profession. 


Archiv und Atlas der normalen und pathologischen Anatomie in 
typischen Réntgenbildern. Die Harnorgane im Réntgenbild. Von Profes- 
sor Dr. Eugen Joseph und Dr. S. Perlmann. Fortschritte auf dem Gebiete 
der Réntgenstrahlen, Erginzungsband XXXVII. Herausgegeben von Prof. 
ir. Grashey. Second edition. Paper. Price, 64 marks. Pp. 87, with 
372 illustrations. Leipzig: Georg Thieme, 1931. 

The authors have compiled a neat work of reference, pre- 
senting all phases of modern urologic technic and roentgeno- 
logic diagnostic procedures of the urinary tract. The normal 
and the pathologic urinary tract are adequately reviewed. 
‘These subjects are illustrated with excellent drawings and 
roentgenograms obtained from the material of their large clinic 
in Berlin. Numerous case reports are presented with notes in 
English, German, French and Spanish, giving the clinical 
observations, the pathologic changes in the roentgenograms and 
the operative specimen as a confirmation of the preoperative 
clinical diagnosis. These cases are of particular interest and 
represent the earnest endeavor of the authors to present a work 
that will serve as an aid in thorough urologic studies and diag- 
noses. Anomalies of the kidney, ureter, bladder and urethra 
are well illustrated with contrast mediums, by either the intra- 
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venous or the retrograde rcute, in the roentgenograms. The 
sagacity of reporting a case of calcified renal cyst in which 
operation was not performed may be open to question, Intra- 
venous urography, recognized as a new diagnostic procedure, 
is given its place in the advancement of urologic diagnostic 
acumen. Owing to lack of time and experience with the intra- 
venous method, the authors well state that its indications, 
limitations and usefulness will be more standardized as time 
goes on. They point out, however, that patients with severe 
infections (tuberculosis) or bleeding may be examined more 
readily by the intravenous method. Children, especially boys, 
and patients with strictures of the urethra or ureter may be 
spared the incidence of trauma and anesthesia by the use of 
intravenous urography. They felt that cases of severe trauma 
to the urinary tract should be ideal cases for intravenous inves- 
tigation, but because of lack of experience they did not advocate 
its use strongly. Open operation was favored for severe trau- 
matic cases. The authors briefly outline their retrograde pye- 
lographie technic and plead for the use of small ureteral 
catheters, recommending a number 5 F,. for the average pru- 
cedure. Small ureteral catheters are followed by less reaction, 
pain and trauma (colic and bleeding). 


Roentgenologic Studies of Egyptian and Peruvian Mummies. By Roy L. 
Moodie, Paleopathologist to the Wellcome Historical Museum, London. 
Berthold Laufer, Curator of Anthropology, Editor. Field Museum of 
Natural History Founded by Marshall Field, 1893. Anthropology, 
Memoirs, Volume III. Paper. Price, $5. Pp, 66, with 76 plates. 
Chicago: Field Museum of Natural History, 1931. 

The science of paleopathology has yielded much information 
concerning the history of disease as it affects modern man. To 
this new science Moodie has been a noted contributor. His 
present contribution, issued in a limited edition by the Field 
Museum, deals with observations on Peruvian mummies made 
largely by the roentgenologic method. To the extent that the 
roentgen ray is limited as an aid in diagnosis, so also are the 
diagnoses limited, as they concern the mummies. The book 
contains numerous reproductions of x-ray plates and excellent 
photographs of bones and of mummy wrappings. It includes 
not only studies of human beings but also some studies of 
animals. Of particular interest are the discussions of oto- 
sclerosis, mastoiditis and the relics of syphilis as they appear 
in these ancient bodies. 


Pathologie der oberen Luft- und Speisewege. 
xegeben von Prof. Dr. 
Paper. Price, 96 marks. 
Kabitzsch, 1931. 

In a review of the first part of this book (Tur Journat, 
Nov. 23, 1929, p. 1676), announcement was made that the two 
parts would not be sold separately; it is now published in a 
single volume. The five chapters added constitute the major 
part in both amount and importance: wound healing and 
regeneration, by Fischer of Frankfort-on-the-Main; inflamma- 
tions, by Hellmann of Wiirzburg; the final three chapters, on 
metaplasia, hypertrophy and hyperplasia, and tumors, by Rudolph 
Jaffé of Berlin in cooperation with Pfeiffer and Leicher of 
Frankfort-on-the-Main. The volume is well illustrated; many 
of the illustrations are in colors; the paper is uniformly heavy. 
Preceding the subject index at the end is a long index of names 
of persons mentioned in the numerous bibliographies at the 
conclusion of chapters, and of even many chapter subdivisions. 
The work is thoroughly German, the references in these bibli- 
ographies comprehensively reflecting German thought and 
progress in the special fields covered by the authors. Mention 
of publications in other than the German language is infrequent 
and then often through the Zentralblatter. The short chapter 
on hypertrophy and hyperplasia has no illustrations. The 
remaining seven chapters have, and the first illustration in 
each is figure 1, which shows how essentially encyclopedic the 
volume is. The difficulty in such works of maintaining uni- 
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Felix Blumenfeld und Prof. Dr. 
Pp. 289-800, with illustrations, 


Heraus- 
Rudolf Jaffé. 
Leipzig: Curt 


formity of pattern, finish and timeliness has been deftly handled. 
There is little attempt at exhaustive treatment; in fact, the 
descriptions of disease are brief and vigorous, with ample direc- 
tions for those who may desire more extensive treatises. As 
was predicted in the review of the first portion, the complete 
work has turned out to be a valuable reference work for 
specialists and for students in general. 
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The Diagnosis and Treatment of Venereal Diseases in General Practice: 
The Routine Management of Syphilis and Gonorrhoea Employed in the 
St. Thomas’s Hospital Venereal Diseases Department. By L. W. Harri- 
son, Director of Venereal Department, St. Thomas’s Hospital. With a 
chapter on the Medico-Legal Aspects, etc., by F. G. Crookshank, M.D., 
F.R.C.P,. Fourth edition. Cloth. Price, 25s. Pp. 567, with illustrations. 
London: Humphrey Milford; New York: Oxford University Press, 1931. 

This revised fourth edition is a valuable and practical pub- 
lication not only for the general practitioner but also for the 
medical student. It is an excellent book for teaching purposes. 
A systematic complete examination of all patients is suggested 
rather than the partial instalment type of observation. The 
diagnosis of syphilis is taken up with the lesion proved syph- 
ilitic, followed by a differential diagnosis of any disorders with 
which it might be confused. Well chosen illustrations through- 
out the book give clear-cut typical examples of the lesions 
usually seen in venereal disease. Treatment of gonorrhea in 
the male is much the same as followed in the United States. 
The section on the treatment of gonorrhea in the female has 
been revised and enlarged. The author devotes some space to 
a discussion of stricture of the female urethra. Because of its 
frequency, this is an important phase in the diseases of the 
lower urinary tract in the female. The use of arsenicals and 
the heavy metals in the treatment of syphilis is thoroughly 
discussed. Of the heavy metals, bismuth, because of its higher 
specific index, is preferred. Syphilitic treatment is outlined by 
the use of bismuth preparations and neoarsphenamine over a 
period of years by the interrupted method. A well written 
concise chapter on public health and medicolegal aspects is 
presented. The end of the book is devoted to laboratory meth- 
ods used for the demonstration of micro-organisms, comple- 
ment fixation and serum reactions. 


Hervorragende Tropenarzte in Wort und Bild. Von Univ.-Prof. Dr. 
med. G. Olpp, Direktor des Deutschen Instituts fiir frztliche Mission und 
des Tropen-Genesungsheims in Tubingen. Paper. Price, 30 marks. Pp. 
446, with portraits, Munich: Otto Gmelin, 1932. 


This volume contains over three hundred biographies and 
bibliographies of investigators of tropical disease. The sketches 
are of about five hundred words each, arranged in alphabetical 
order. The work thus constitutes one of the most valuable 
works of reference available on the subject. Full credit seems 
to have been given to such American investigators as Ashford, 
Ricketts, Theobald Smith and Flexner. 


Pediatric Education. Report of the Subcommittee on Medical Educa- 
tion. Borden S. Veeder, Chairman. White House Conference on Child 
Health and Protection, Section on Medical Service. Committee on Medical 
Care for Children. Paper. Pp. 109. New York: Century Company, 1931. 

This is a report of the subcommittee on Pediatric Education 
of the White House Conference on Child Health and Protec- 
tion. The report is comprehensive and points the way toward 
the reforms in pediatric education which need to be started. 
As a result of the study, it is recommended that enlargement 
of the teaching facilities for pediatrics be made in the medical 
schools, and that the subject should be taught from the broader 
aspect. Two hundred hours should be the minimum time 
assigned to pediatrics in the four year course. The planning 
of pediatric education along the lines designated in this study 
will bring about improvement in the instruction in this field. 


Diphtherieepidemien der letzten Jahre, das Heilserum und die Schutz- 
impfung. Von Dr. E. Friedberger, o. Professor der Hygiene, Leiter des 
Instituts. Paper. Price, 4 marks, Pp. 50, with 56 illustrations. Berlin: 
Urban & Schwarzenberg, 1931. 

The author, professor of hygiene and director of the Institute 
for Research in Hygiene and Immunology, reports a study of 
epidemics of diphtheria which he made to determine the value 
of preventive immunization and the use of antitoxin. In the 
introduction he cautions against attributing to specific measures 
of prevention reduction in epidemics which may be due in part 
to political conditions resulting in better standards of hygiene. 
Curves are given showing the increase of diphtheria in recent 
years in European countries, where economic conditions since 
the World War have presumably adversely affected living con- 
ditions as contrasted with progressive lessening in the incidence 
of diphtheria in the more prosperous countries. There follows 
a discussion of the various methods for immunization against 
diphtheria, with numerous illustrations of the propaganda 
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employed by health departments in this and other ceuntries. 
The author believes that such extensive use of immunization 
against diphtheria is not justified. He concludes that the 
preparations used up to now for immunization are ineffective 
and that on the other hand there is danger of precipitating an 
attack of the disease in previously healthy carriers of the diph- 
theria bacillus, a danger that is multiplied if immunization is 
undertaken at the height of an epidemic. He urges search for 
a better method of treatment than is afforded by antitoxin. [if 
the author is correct in his assumption that the decrease of 
diphtheria in America is due not to immunization but to pros- 
perity, recent statistics should show a sharp rise in the inci- 
dence of the disease. 


Matas Birthday Volume: A Collection of Surgical Essays Written in 
Honor of Rudolph Matas, New Orleans. Cloth. Price, $10. Pp. 396, 
with portrait of Dr. Matas and 102 illustrations. New York: Paul B. 
Hoeber, Inc., 1931. 

This volume is a reprint from the American Journal of 
Surgery of a collection of essays in honor of Prof. Rudolph 
Matas. Most of the essays deal with distinctly surgical su)- 
jects discussed by men who have written extensively in sur- 
gical fields. A few are historical and outside the field of 
surgery. The volume includes an appreciation of Professor 
Matas, a biography and a beautifully printed photograph. 


Grosse Arzte: Eine Geschichte der Heilkunde in Lebensbildern. Von 
Dr. med. Henry E. Sigerist, Professor an der Universitét Leipzig. Cloth. 
enna 10 marks. Pp. 310, with 68 illustrations. Munich: J. F. Lehmann, 
1932. 

Through biography one learns the history of mankind, since 
history is but a recounting of the acts of individuals and their 
influences on one another. Professor Sigerist begins his account 
with the mythical Imhotep and Asklepios, follows with Hippoc- 
rates, and then discusses biographically all the great figures 
of medicine whose names are associated with periods of prog- 
ress. The style of the book is literary, marked by an excellent 
vocabulary and by a sense of humor and of the drama. Each 
of the sketches is illustrated with an excellent portrait. It is 
fortunate that this book is soon to be made available in an 
English translation. 


Medical Psychology: The Mental Factor in Disease. By William A. 
White. Nervous and Mental Disease Monograph Series, No. 54. Boards. 
Price, $3. Pp. 141, with 4 illustrations. Washington, D. C.: Nervous & 
Mental Disease Publishing Company, 1931. 

Dr. White has in his inimitable way written a brief but 
pithy discussion of the psychologic factors in disease processes, 
in which he pleads for a consideration of the patient as a 
whole individual. His book is not alone concerned with pure 
psychologic disturbances but the psychology of the physically 
sick. He discusses the various theories and schools of modern 
psychologic thought and presents the whole matter in a readable 
fashion for the nonspecialist. It is a book well worth while 
in the possession of the internist as well as the psychologist. 


Hunger und Appetit: Untersuchungen zur medizinischen Psychologie. 
Von David Katz. Paper. Price, 4.20 marks. Pp. 70, with 5 illustra- 
tions. Leipzig: Johann Ambrosius Barth, 1952. 

The author is a psychologist who has done some experi- 
mental or observational work on feeding behavior in children 
and animals. The monograph is of interest mainly to psy- 
chologists. Hunger and appetite are frequently confused by 
the author, and speculations are given undue prominence. Much 
of the recent objective work on hunger in man and animals 
is not even referred to. It is not a significant contribution to 
biology. 


Man and Woman in Marriage. By ©. B.S. Evans, BA., MD. With 
an introduction by Rudolph Weiser Holmes, M.))., Professor of Obstetrics, 
Northwestern University Medical School. Cloth. Price, $2. Pp. 113. 
Chicago: Bruce-Roberts, Inc., 1951. 

There seems to be an increasing demand for books to guide 
young couples in the physical intimacies of married life. 
Sex education is not a part of the curriculum in any regular 
institution of education, particularly not the type of sex edu- 
cation involved in sex relations. The book by Evans gives all 
the advice that anybody needs to know and may be useful to 
those who do not know it. 
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Adjusting Physician’s Fee to Patient’s Wealth 
(Caulk v. Anderson (Texas), 37 S. W. (2d) 1008) 

The plaintiff, a physician, attended one Brackenridge. Aiter 
his patient's death, he brought suit against his executors to 
recover the reasonable value of the professional services ren- 
dered. He pleaded that Brackenridge had been a highly suc- 
cessful business man of advanced age, owning an estate of 
more than a million dollars; that the services rendered involved 
his relief from great suffering and the prolongation of his life; 
and that the performance of such services required the highest 
professional skill, based on long experience. The trial court 
permitted the plaintiff to prove Brackenridge’s wealth and 
refused to instruct the jury to disregard that proof. The jury 
thereafter found a special verdict to the effect that $10,000 
was reasonable compensation for the services rendered, and 
judgment was given in favor of the physician. On appeal by 
the defendants, however, the court of civil appeals, eighth 
supreme judicial district, concluded that the admission of evi- 
dence as to Brackenridge’s wealth, and refusal to instruct the 
jury to disregard it, constituted reversible error.t The plaintiff- 
physician thereupon appealed to the Supreme Court of Texas. 

The difficult and important question for determination, said 
the Supreme Court, is whether the jury may rightly consider the 
wealth or poverty oi a patient in fixing the reasonable value of 
the services of his physician. The authorities are divided on the 
question. The value of a service, said the Supreme Court of 
Iowa, depends on the difficulty of rendering it, on the skill 
required in its performance, and sometimes on the results 
accomplished, but not on the riches or the poverty of the person 
for whom the service is performed; and, said the court, “There 
is no more reason why this charge should be enhanced on 
account of the ability of the defendants to pay, than that the 
merchant should charge them more for a yard of cloth, or the 
druggist for filling a prescription, or a laborer for a day's 
work.” Robinson vy. Campbell, 47 Iowa 627. 

Such a view, said the Supreme Court of Texas, disregards 
the essential purpose of the employment of the physician, which 
is to relieve the pain, restore the health, avert the death, and 
prolong the life of a human being. Since a cardinal object of 
the physician's employment is to prolong the life and restore 
the health of a human being, any evidence bearing on the 
pecuniary value of such life and health cannot be logically 
ignored in the search for the truth as to reasonable compensa- 
tion for the services rendered under the employment. The 
principle which must govern in this case is the principle that 
underlies the settled rule in negligence cases, that in ascertain- 
ing the pecuniary loss resulting from death or permanent bodily 
injuries, the jury may consider, not only the age, occupation, 
habits, and health of the deceased or injured person, but also 
the amount and value of his property and his earning capacity. 

Had the patient Brackenridge suffered permanent injury or 
lost his life as the proximate result of the negligence of his 
physician in performing his professional duties, no one could 
question that he, or a dependent relative, might have proved 
the patient's wealth and business capacity, under the established 
law of Texas, in an action te recover the damages for which 
his physician would then have been liable. Such testimony 
would be admissible because it would help to determine the 
pecuniary value of the patient’s health and life. For the same 
reason, testimony of a patient’s wealth is admissible as a cir- 
cumstance to determine the value of services resulting in the 
restoration of his health and his capacity to perform his cus- 
tomary duties, as well as in the prolongation of his life. 

The services of an attorney in a capital case most nearly 
correspond to the services of a physician in a capital operation 
to avert imminent death. In a capital legal case, how could it 
be reasonably denied that a jury might consider the client's 
income and estate, in estimating either the pecuniary benefit 
to accrue to the client from an acquittal, or the responsibility 
and burden of the attorney? And the Supreme Court of Texas 
has said that where the burden of an | attorney is increased or 
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diminished thereby, the jury may consider the wealth or poverty 
of the client in determining the reasonableness of the attorney’s 
fees. That doctrine accords with the opinion of Associate 
Justice Grier of the Supreme Court of the United States in 
Lombard y. Bayard, 15 Fed. Cas. 795, No. 8469, 1 Wall, Jr. 
196 (affirmed in 9 How. [50 U. S.] 530, 13 L. Ed. 245), where 
it is said: 

Every gentleman of the bar well knows that there cannot be any one 
rule of charges in the nature of a horizontal tariff for all cases. Often, 
where the parties are poor and the matter in contest is small, counsel 
receive but very inadequate compensation for their exertion of body 
and mind; and for myself I know that for some of the most severe 
labor of my professional life I have been the least well paid. In other 
cases, where the parties are weaithy, and the sum in controversy large, 
they will receive a tenfold greater compensation for perhaps a tithe of 
the same labor. In some cases the whole sum in dispute would be poor 
compensation. In others, five per cent of it will be very liberal. Hence, 
in all cases, professional compensation is gaged not so much by the 
amount of the labor, as by the amount in controversy, the ability of the 
party, and the result of the effort. And this is perfectly just. 


That there is in this country a “sliding scale for the costs 
of the same medical service, which may vary from $25 to 
$10,000, according to the wealth of the individual,’ is evi- 
denced by a statement by the Secretary of the Interior of the 
United States, in reviewing a report of a Committee on Costs 
of Medical Care. Hence patient and physician must concur 
in regarding the patient's ability to pay as a matter to be 
properly taken into consideration in fixing, by express con- 
tract, fair medical fees. That which parties quite universally 
regard as important or even controlling in fixing the value of 
a certain service by express agreement ought not to be required 
to be wholly ignored in a conscientious effort to arrive at the 
reasonable value of the same service when that value has not 
been agreed upon. 

The court of civil appeals erred, said the Supreme Court, 
in reversing the judgment of the trial court because the 
plaintiff-physician was permitted to plead and to prove his 
patient’s wealth. For other causes, not pertinent to this 
abstract, however, the case was remanded to the district court 
for a new trial in accordance with the opinion of the Supreme 
Court herein expressed. 


Medical Practice Acts: Use of Electric Vibrator and 
Sun Ray Lamp Not the Practice of Medicine.—A person 
conducting a gymnasium where baths and massage are given, 
heat is applied, and an electrical vibrator, together with heat 
from a sun ray lamp, is used, but no electrical treatments are 
given, is not practicing medicine without a license in violation 
of the New Jersey medical practice act.—State Board of Medi- 
cal Examiners of New Jersey v. Dussinger (N. J.), 154 Atl. 
325. 


Accident Insurance; Aggravation of Preexisting 
Infirmity.—Though an insured person sustains a_ personal 
injury by the happening of an accident, his death is not brought 
about solely and independently of all other causes by that acci- 
dent, if it would not have caused his death if he had not been 
already afflicted with a disease or infirmity—Ryan v. Con- 
tinental Casualty Co. (C. C. A.), 47 Fed. (2d) 472. 
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COMING MEETINGS 


American Association of Anatomists, New York, March 24-26. 
W. Corner, University of Rochester School of Medicine, 
N. Y., Secretary. 

American College of Physicians, 


Dr. George 
Rochester, 


San Francisco, April 4-8. Mr. E. R. 


Loveland, 133 South 36th Street, Philadelphia, Executive Secretary. 
Arkansas Medical Society, Little Rock, April 5-7. Dr. William R. 
Bathurst, 814 Boyle Building, Little Rock, Secretary. 


Medical Society of the Missouri Valley, Omaha, Neb., April 5-7, Dr. 
Joseph D. McCarthy, 107 South 17th Street, Omaha, Secretary. 

Mississippi State Medical Association, Jackson, April 12-14. Dr. T. M. 
dye, Clarksdale, Secretary. 

North Carolina, Medical Society of the State of, Winston-Salem, 
l . Dr. L. B. McBrayer, Southern Pines, Secretary. 

Pz nie Coast Surgical Association, Santa Barbara, Calif., February 25-27 

L. Gilcreest, 384 Post St., San Francisco, Secretary. 

State Medical Association, Memphis, April 12-14. Dr. 

Shoulders, 706 Church Street, Nashville, Secretary, 
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American J. Obstetrics and Gynecology, St. Louis 
12: 817-964 (Dec.) 1931 

*Value of Hypertonic Glucose Therapy in Preoperative and Postoperative 
Conditions. J. O. Polak, V. P. Mazzola and L. Zweibel, Brooklyn. 
——p. 817. 

*Pelvic Endometriosis: Spontaneous Rupture of Endometrial Cysts, with 
Report of Three Cases. E. Novak, Baltimore.—p. 826. 

Primary Epithelioma of Vagina. L. Mary Moench, Rochester, Minn. 

p. 837. 

Relationship Between Mother's Gain During Pregnancy and Infant’s 
Birth Weight. P. W. Toombs, Memphis, Tenn.—-p. 851. 

*Analysis of 100 Cases of Ruptured Ectopic Gestation: Technic and 
Evaluation of Autohemofusion. J. Ricci and S. di Palma, New 
York. —p. 857. 

ee in Relation to Fetal and Maternal Welfare. F. J. Taussig, 
St. Louis.—p. 868. 

Nichondieal Operations During Pregnancy: Three Cases. F. C. Hammond, 

P hiladelphia. —p. 878. 
bad | »hservations in the Use of Lugol! s Solution in Hyperemesis Gravidarum. 

“alls, Chicago.—p. 882. 

Fetal Mortality: Study of 225 Consecutive Fetal Deaths in a Series of 
4.668 Deliveries. R. M. Grier, Evanston, Ill.——p. 

*Rupture of Corpus Luteum with Intra-Abdominal Hemorrhage: Three 
Cases. J. P. Greenhill, Chicago.——p. 

*Uleerative Colitis Complicating Pregnancy and the Puerperium., 
Barnes and Helen M. Hayes, Philadelphia.—p. 7. 

*Clinical Observations on Etiology of Icterus Neonatorum. M. Franklin, 
Philadelphia.—-p. 913. 

Endometriosis of Umbilicus: Case. W. M. Thompson, Chicago.—p. 917. 

Viacenta Succenturiata: Three Cases. FE. G. Waters, Jersey City, N. J. 

-p. 92). 

Unusual Case of Pregnancy. R. S. Smylie, San Diego, Calif.—p. 924. 

New Demonstration Eyepiece for Teaching Cystoscopy. 1. W. Kahn, 
New York.—p. 926. 

Hypertonic Dextrose Therapy.—Polak and his associates 
helieve that shock, dehydration and acidosis are preventable in 
the majority of cases. In shock the plasma volume and cell 
volume must be restored. This can be accomplished by prompt 
treatment, either by direct transfusion or by the intravenous 
injection of hypertonic solutions of dextrose. The chemical 
composition of the blood is but temporarily changed when rela- 
tively large quantities of concentrated dextrose are used, and 
the excess passes over into the urine. Intravenous injections 
of hypertonic solution of dextrose definitely raise blood pressure 
and pulse pressure and increase the circulating volume of blood. 

Pelvic Endometriosis.—Novak reviews the clinical aspects 
and discusses the etiology and histogenesis of pelvic endo- 
metriosis. He reports three cases and cites a fourth from the 
literature, of spontaneous perforation of unusually large endo- 
metrical cysts, with the production of acute abdominal symp- 
toms. In two these suggested acute appendicitis, in the third 
a presumptive diagnosis had been made of ovarian cyst with 
twisted pedicle. In the case cited the symptoms had suggested 
“ectopic pregnancy or acute peritonitis.” The author empha- 
sizes that the possibility of this accident should be borne in 
mind when acute abdominal symptoms develop in cases in 
which the history and the pelvic observations suggest the 
probability of pelvic endometriosis. 

Ruptured Ectopic Gestation.—Ricci and di Palma suggest 
the term autohemofusion in lieu of the ill chosen autotrans- 
fusion. They have autohemofused eleven patients with ruptured 
ectopic gestation with sudden profuse or moderately profuse 
hemorrhage. The procedure is of distinct value for the utiliza- 
tion of the free intra-abdominal blood. The red cells of the 
intra-abdominal free blood have been found microscopically 
normal as late as seventy-two hours after the time of the rup- 
ture. Autohemofusion is blood economy. Even for patients 
who are not in imminent danger, i. e., not in urgent need of 
blood, the salvaging and vascularization of from 300 to 500 cc. 
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of blood (the usual amount found) will help toward an unevent- 
ful postoperative reaction and a more rapid recovery. Auto- 
hemofusion dispenses with the need of a transfusionist, grouping 
of serums and group testing, and eliminates the often distressing 
financial burden. Autohemofusion is a life saving therapeutic 
measure in the occasional ruptured ectopic pregnancy with a 
sudden and overwhelming hemorrhage, particularly when such 
a catastrophe occurs in a small community where the ordinary 
transfusion is not available within a safe margin of time. 


Abortion and Fetal and Maternal Welfare. — Taussig 
states that an estimate of 700,000 abortions annually in_ the 
United States is certainly no exaggeration of the actual condi- 
tion. There is every reason to believe that an increase in this 
number is taking place with each decade, similar to the experi- 
ences of other civilized countries. This increase is noticed 
primarily among married women who have three or more chil- 
dren. All efforts to control the incidence of criminal abortion 
by legislation have resulted in failure. Birth control may prove 
a factor in the reduction of criminal abortions, especially if 
more reliable contraceptive measures are discovered. The 
maternal death loss from abortion in the United States has 
been estimated as 15,000 annually. Deaths from puerperal 
sepsis following abortions are relatively seven times as frequent 
as those from puerperal sepsis aiter childbirth. The Russian 
experiment with legalized abortion indicates a definitely lower 
maternal mortality with operations done openly in hospitals 
than with secret, illegal operations as formerly. A decrease in 
maternal mortality can be expected from improving the train- 
ing of medical students and physicians in the proper manage- 
ment of abortion cases and from an increased knowledge 
concerning the prevention and treatment of septic infection. The 
abortion problem, so vital to the human race, demands more 
careful and more open study, free from the trammels of politi- 
cal or religious dogma. Women should be taught to respect 
their duties, as mothers, to the social state, and the state in 
turn should be made to feel its obligations to motherhood, 
granting such relief, financial and otherwise, especially to those 
with many children, as will to the greatest degree avoid eco- 
nomic distress and promote the physical well being of the. 
mother. The author believes that the women of this country 
should be told that interference with pregnancy, even in its 
earliest stages, is not the harmless procedure they generally 
seem to consider it but is a procedure inevitably associated with 
considerable risk to life and especially to future health. 


Use of Compound Solution of Iodine in Hyperemesis 
Gravidarum.—Falls directs attention to the fact that in certain 
cases of pregnancy with hyperemesis the patients present evi- 
dences of hyperthyroidism and are benefited by the treatment 
for the latter condition. Compound solution of iodine admin- 
istered orally, intravenously or intramuscularly apparently has 
been of value both as a prophylactic and as a curative remedy. 
In his rather small series of patients, some of whom were 
quite sick when first seen, the author has not had to resort to 
abortion since he has been using compound solution of iodine. 


Rupture of a Corpus Luteum.—According to Greenhill, 
rupture of a corpus luteum with intra-abdominal hemorrhage, . 
although reported in the literature less than eighty times, is 
much more frequent than this number indicates. Since there 
is nothing characteristic in either the history or the physical 
examination of this condition, a correct preoperative diagnosis 
can rarely be made. Regardless of this, the condition should 
be borne in mind when there are evidences of intra-abdominal 
hemorrhage in women. The chief predisposing factors in the 
causation of these ruptures are the same as those which are 
responsible for nonperforative hemorrhages within the ovary; 
namely, conditions which bring about hyperemia of the ovary 
and engorgement of its vessels. Trauma not infrequently plays 
a part. Among the author’s three cases, one rupture was pro- 
duced accidentally during bimanual examination. 


Ulcerative Colitis.—The studies of Barnes and Hayes have 
led them to the conviction that colitis is a more frequent com- 
plication of pregnancy than the profession has realized; that 
the severe form, illustrated by cases presented by them, is 
probably not uncommon in pregnancy and in grave puerperal 
conditions, and not rarely the chief decisive factor in fatality. 
Doubtless the latter was true in their cases. Indeed, one of 
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their patients did not show any pathologic changes that could 
be ascribed directly to pregnancy or to the puerperium, strongly 
suggesting that the symptoms of the disease under discussion 
may so simulate those of a puerperal condition as to lead to 
a false diagnosis. 


Etiology of Icterus Neonatorum.—Franklin believes that, 
although not one of the theories he enumerates explains the 
primary cause of icterus neonatorum, some of them do explain 
secondary causes that are partly responsible for this condition. 
The theory that the uterine contractions after birth so com- 
press the detached placenta as to force placental and cord blood 
into the circulation of the new-born and thereby produce the 
clinical signs and symptoms of icterus neonatorum seems to 
be the primary cause. The intensity of the icterus seems to 
depend on the relative proportion between the quantity of blood 
forced into the circulation of the new-born and the quantity 
of blood which should normally be possessed by that infant. 
While the avoidance of delay in tying or clamping the cord 
will not eliminate icterus neonatorum entirely, it apparently 
will reduce its incidence materially. 


American Journal of Ophthalmology, St. Louis 
14: 1203-1300 (Dec.) 1931 


Review of Literature of Chronic Uveitis. E. Jackson, Denver.—p. 1203. 

*Relation of Tuberculosis to Chronic Uveitis. W. C. Finnoff, Denver. 
—p. 1208. 

*Etiology of Chronic Iritis. E. E. Irons, Chicago.—-p. 1228. 

Pathology and Management of Intra-Ocular Foreign Bodies. 
Nugent, Chicago.—p. 1236 

Intracapsular Cataract Gyeretion: 
Fisher, Chicago.—-p. 2. 

Intra-Ocular Sarcomas: 


oO. B. 
Simplified Smith Indian. W. A. 


Cases. L. L. McCoy, Seattle.—p. 1247. 


Relation of Tuberculosis to Chronic Uveitis.—Accord- 
ing to Finnoff, chronic uveitis is frequently of tuberculous 
origin. Most cases of tuberculous uveitis are characterized by 
the formation of nodules. In the diffuse forms, without the 
presence of nodules, it is difficult or impossible to make a 
differential diagnosis between the tuberculous and other forms 
of uveitis from clinical data and symptoms. In these cases, 
only animal inoculations or microscopic examination of the 
affected tissue gives positive evidence. All parts of the uveal 
tract are vulnerable to tuberculous infection. The percentage 
of cases of chronic uveitis that are due to tuberculosis cannot 
be accurately estimated from a study of the literature. Tuber- 
culosis is more often the cause of chronic uveitis in persons 
under 25 years of age than in later life. The symptoms of 
chronic tuberculous uveitis may be closely simulated by syphilis 
and sympathetic ophthalmia. 


Etiology of Chronic Iritis.—Irons emphasizes the fact 
that in a comparison of the results of studies of the etiology 
of iritis, proper interpretation requires a consideration of the 
relative prevalence of diseases in the populations from which 
the cases come. Clinical observations and laboratory studies 
suggest that the mechanism of production of chronic and recur- 
rent iritis includes allergic as well as embolic factors. In a 
small series of carefully classified cases there is an increasing 
incidence of evidence of tuberculosis and of probable tubercu- 
lous etiology in passing from acute to recurrent to chronic 
jritis. It is also evident, however, that the presence of evidence 
of past or present tuberculous infection does not alone warrant 
the conclusion of a tuberculous etiology. 


American J. Physical Anthropology, Philadelphia 
16: 1-122 (July-Sept.) 1931 

Atavistic Human mem 
Atlanta, Ga.—p. 

Blood Studies on | of Western Asia and North Africa. L. W. 
Parr, Andalusia, Ala.—p. 15. 

Dermatoglyphic Prints: Neglected 
H. Cummins, New Orleans.—p. 

Dermatoglyphics in Eskimos. C. 
—p. 41. 

Incidence of Separate Neural Arch in Lumbar Vertebrae of Eskimos. 
T. D. Stewart, Washington, D. C.—p. 51. 

®Frequency of Pregnancies and Birth Interval Among Pueblo Indians. 
S. B. D. Aberle, New Haven, Conn.—p. 6: 

Fecundity in Sioux Women. A. Hrdlicka, Washington, D. C.—p. 81. 

Conversion of Nonmetric Data to Form Suitable for Statistical Compari- 
son. P. H. Stevenson, Peiping, China.—p. 91. 


Its Developmental Significance. . A. Williams, 


Records in Racial Anthropology. 


Midlo and H. Cummins, New Orleans. 


Pregnancies and Birth Interval Among Indians. — 


Wonien living in the pueblos of San Juan and Santa Clara in 
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1930 were found by Aberle to have between nine and fourteen 
pregnancies during their reproduction span. The modal inter- 
val between births was found to be approximately twenty-four 
months for Indian women living today, for Indian women living 
a century ago, for white women of the registration area of the 
United States in 1921, and for colonial women living a century 
ago. The birth rate among the Indians of today was approxi- 
mately the same as that for the population of Copenhagen in 
the seventeenth century. It is significant that among five 
widely separated groups of women living under totally different 
environmental and cultural conditions the reproductive capacity 
should have been the same. It would seem that fertility was 
dependent on something intrinsic in the human organism itself 
rather than on culture or environment. 


American Journal of Psychiatry, Baltimore 
11: 401-599 (Nov.) 1931 


The Dementia Praecox-Schizophrenia Problem. J. V. May, Boston.— 
p. 401. 

Treatment of Stupor. K. H. Langenstrass, Washingtan, D. C.—p. 447. 

Psychotherapy in > Schizophrenias. W. Malamud and W. R. Miller, 
lowa City.—-p. 

Clinical in “‘Recovered”’ Cases of 
Lewis and Elsie Blanchard, Washington, we? C.—p. 
eeper Layers of Schizophrenic Psychoses. "Fitore, White Plains, 
N. Y.—p. 493. 

Modified Psychoanalytic Treatment of Schizophrenia. 
New York.—p. 519. 

Treatment of General Paralysis: in 197 Cases 
1923-1926. L. E. Hinsie and J. R. Blalock, New York.—p. 

Role of Psychiatric Department in Relation to Pediatric alo Bhs in 
General Hospital. E. K. Clarke, Rochester, N. Y.— 

Recurrence of Attacks in Manic-Depressive Psychoses. 
New York.—p. 567. 


m. J. Roentgenol. & Rad. Therapy, Springfield, Ill. 
26: 821-953 (Dec.) 1931 
Roentgenology as a Specialty: Caldwell Lecture, 1931. 
Hamburg, Germany. 
*Relation . Colitis to Polypesie of Intestine. 
Minn.- 834. 
ri Wh Cecum: Study of Its Embryology and Visceral Liaison 


N. D.C. 


H. S. Sullivan, 


p. 559, 
H. M. Pollock, 


G. F. Haenisch, 


J. A. Bargen, Rochester, 


as Bearing on Roentgen Examination. C. B. Peirce, Ann Arbor, 
Mich.—p. 839. 
Multiple Manifestations of Subchondral Necrosis: (Osteochondropathia 


Juvenilis, Osteochondritis, Epiphysitis). 
Boston.-——p. 861. 

An Unusual Manifestation of Epiphyseal and Joint racy in New- 
Born Infant. M. J. Geyman, Santa Barbara, Calif.— 

Methods of Measuring and Recording Roentgen-Ray Tube re urrents and 
Voltages. C. Weyl, S. R. Warren, Jr., and F. M. McPhedran, 
Philadelphia.—p. 871. 

*Graphic Method of Recording Respiratory 
H. Thomas, Boston.—-p. 878. 

*Results of Treatment in 152 Cases of Carcinoma of Skin. L. 
sen and K. W. Stenstrom, Minneapolis.—p. 881 

*Deep Roentgen-Ray Burns, with Note on Burns Caused by Radium. 


W.C. Martin and H. Roesler, 


Excursion of Diaphragm. 


G. Erick- 


S. Davis, Baltimore.—p. 890. 
Congenital Atresia of Esophagus: Case. M. L. Sussman, New York. 
——p. 89 
* Absence of eer of Diaphragm (Thoracic Stomach; Diaphragmatic 


Hernia). E. Jenkinson, Chicago.—p. 

An Effective Golibintler Stimulant to Supplant Fat Meal. I 
Buffalo.—p. 904. 

*Diagrammatic Chart Showing Time of Appearance of Various Centers 
of Ossification and Period of Union. J. D. Camp and E. I. L. Cilley, 
Rochester, Minn.—p. 905. 


Levyn, 


Relation of Colitis to Polyposis.—According to Bargen, 
it has been definitely established that colitis is the basis of one 
form of polyposis. Colitis may bear a relationship to all 
polyposis of the large intestine, but its relation to the adoles- 
cent type would be difficult to establish. Inflammatory disease 
or irritation of some kind may play a part in the formation of 
disseminated or solitary polypi. The important differential 
diagnostic data include a carefully taken anamnesis, general 
examination, rectal -digital examination, observation of the 
stool and rectal discharges, both grossly and microscopically, 
sigmoidoscopic investigation and roentgenology. The diseases 
from which polyposis must be distinguished include tuberculosis 
of the intestine, chronic ulcerative colitis, diverticulitis and 
malignant neoplasms. 


Respiratory Excursion of Diaphragm.—Thomas demon- 
strates a technic for recording the amplitude of excursion of 
the diaphragm on a single film. This is attained by altering 
the exposure time, voltage or wavelength factors during inspi- 
ration. The method is of value as a routine in checking post- 
operative complications when roentgenoscopy is not available. 
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The amplitude of cardiac movement during respiration may also 
be traced, 


Treatment of Carcinoma of Skin. — Ericksen and Sten- 
strom report the results of treatment in 152 cases of carcinoma 
of the skin treated at the Cancer Institute of the University 
of Minnesota from 1927 to 1930, inclusive. The epitheliomas 
are considered under three headings: basal, squamous and basal- 
squamous, or transitional, cell epitheliomas. Six per cent of 
lesions diagnosed clinically as basal cell were proved by biopsy 
to be basal-squamous. Because of this fact and also to deter- 
mine radiosensitivity, biopsies should be made on all questiona- 
ble lesions. Basal-squamous cell carcinoma requires a heavier 
dose than basal cell, and a wider area must be treated. Basal 
carcinoma practically never metastasizes. If metastasis does 
occur, the growth probably will prove to be the mixed cell 
type. Multiple lesions of either type or of both types may 
occur in the same patient. The main type of treatment used 
was roentgen therapy with a potential of 100,000 volts and no 
filter. Radium was used in a few instances. For some lesions, 
both surgery and radiation were employed, and these cases are 
discussed separately. The authors emphasize that they did not 
use any routine treatment but each case was individualized and 
treated accordingly. Slightly more than 50 per cent of the 
patients followed were cured (permanently) with one roentgen 
treatment. It seems probable that a higher percentage of cures 
from one treatment can be obtained if the initial dose is 
increased on an average by from 4 to 8& milliampere minutes. 
One hundred and thirty-three patients are still reporting occa- 
sionally for examination and of these, 69 with basal cell, 45 
with squamous cell and 5 with basal-squamous carcinoma, or 
a total of 119 (90 per cent) have remained well from = six 
months to four years. Nineteen patients were lost and fourteen 
cases were classed as failures. Of the failures, ten were far 
advanced when first seen. The authors believe that if cuta- 
neous epitheliomas are diagnosed early and receive a proper 
initial treatment they should practically all be cured by means 
of roentgen or radium therapy except when cartilage is 
involved, in which case surgery is clearly indicated. 

Deep Burns Caused by Roentgen Rays.—Davis believes 
that deep burns caused by roentgen rays occur much too fre- 
quently and the danger of causing such burns should be stressed 
rather than minimized. The destructive powers of roentgen 
rays and radium are very great and must be considered as well 
as their curative powers. There is no question that, thera- 
peutically at least, these agents should be used only by experts 
and even then with the utmost caution. Early and wide exci- 
sion of deep burns caused by roentgen rays or radium, with 
closure of the defect thus made, by tissue shifting, promises 
more surely than any other method yet devised the elimination 


of pain, an excellent prospect of permanent healing and in many 


instances the restoration of function and, in addition, gives a 
reasonable assurance of safety from subsequent malignant 
degeneration. 


Absence of Half of Diaphragm. — Jenkinson states that 
congenital absence of the diaphragm, an uncommon condition, 
usually occurs on the left side but may be on the right. The 
condition should not be confused with diaphragmatic hernia or 
thoracic stomach, Thoracic stomach, a rare condition, does not 
necessarily shorten life and is comparatively easy to diagnose 
roentgenoscopically. The roentgenologist should be sure that 
the stomach, and the stomach only, is located in the thorax. 
Diaphragmatic hernia should be definitely differentiated from 
absence of one half of the diaphragm. 


Chart Showing Time of Appearance of Centers of 
Ossification.—Camp and Cilley present a chart devised by 
them to give roentgenologists the essential data pertaining to 
the time of appearance of the various centers of ossification 
and the time of their union. The chart has been a convenient 
source of reference in the authors’ routine work, and frequent 
requests for copies have prompted them to publish it for the 
benefit of those interested. Many of the drawings have been 
copied, with certain modifications, from standard anatomy text- 
books and other works of reference pertaining to the subject. 
The appended information has been compiled from the same 
sources. 
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Annals of Interval Medicine, Ann Arbor, Mich. 
™3 673-824 (Dec.) 1931 

*Observations on Pneumococcus Type IIL Pneumonia. F. 
Haven, Conn.—p. 673. 

*Tularemic Pneumonia. H. H. Permar and W. W. G. Maclachlan, 
Pittsburgh.—p. 687. 

Experimentally Produced Lesions of Liver. J. L. Bollman and F. C. 
Mann, Rochester, Minn.—p. 699. 

*Further Studies in Allergic Migraine: Series of 202 Consecutive Cases. 
R. M. Balyeat and H. J. Rinkel, Oklahoma City.—p. 715. 

*Diet as Factor in Etiology of Anemia. R. A. Kern, Philadelphia.— 
p. 729. 

Anemia Associated with Gastro-Intestinal Disorders: Clinical Considera- 
tions and Value of Iron in Treatment. C. S. Keefer, Boston.—p. 740. 

Morbid Anatomy of Diaphragm. B. Lucké, Philadelphia.—p. 750. 

*Heart and Diaphragm. I. M. Trace, Chicago.—p. 759. 

*Malignancy in Lung: Including Eight Primary Carcinomas with Autopsy 
Observations. H. M. Moses, Brooklyn.—p. 765. 

Dietetic Treatment of Tuberculosis. E. S. Mariette, Oak Terrace, Minn, 
—p. 793. 


G. Blake, New 


Pneumococcus Type III Pneumonia.—Blake reviews a 
consecutive series of 122 cases of pneumococcus type III pneu- 
monia admitted to the New Haven Hospital during the ten 
year period from Jan. 1, 1921, to Jan. 1, 1931. Confirmatory 
of previous reports, it was found that the incidence is greatest 
in the later decades of life, approximately 50 per cent of the 
patients being over 55 years of age. Males were nearly twice 
as numerous as females. No special racial susceptibility was 
found. The monthly incidence corresponded to that of pneu- 
monia in general. Acute predisposing causes played an impor- 
tant part in the etiology of the disease, being of undoubted 
significance in 75 per cent of the cases. The most frequent 
predisposing causes were the acute respiratory infections — 
common colds, grip and influenza. These immediately preceded 
the onset of the pneumonia in 52 per cent of the patients. 
Exposure, exhaustion and acute alcoholism were recorded in 
17 per cent. Chronic disease existed in 66 per cent of the 
patients and in all probability exerted a significant influence 
on susceptibility. Chronic pulmonary and vascular diseases and 
chronic alcoholism were predominant. The onset, the clinical 
course and the symptomatology of the disease were similar to 
those of other forms of pneumococcal pneumonia. In young 
adult life in otherwise healthy individuals the disease ran a 
mild course with early critical recovery. In the later decades 
the disease ran a more prolonged course and recovery by 
crisis was the exception. Pneumococcus complications were of 
the usual frequency. Empyema occurred six times, pericarditis 
twice and endocarditis once. Otitis media occurred five times 
in children. In spite of the high mortality, bacteremia was 
found in only 18.1 per cent of 116 cases and in only 37 per 
cent of the fatal cases. In the latter it occurred mostly as a 
terminal invasion from twenty-four to forty-eight hours before 
death. In only three cases was a high degree of bacteremia 
encountered. Although the total mortality in this series was 
high, 44.3 per cent, it is shown that this was largely determined 
by the factor of late age incidence and by the prevalence of 
chronic disease at all ages in those who succumbed. In forty 
patients not subject to chronic disease and irrespective of age, 
the mortality was only 15 per cent, while in seventy-nine 
patients suffering from chronic disease (including two with 
pregnancy) the mortality was 56.9 per cent. Finally, it may 
be concluded on the basis of the data presented that pneumo- 
coccus type ILL pneumonia is a highly fatal specific infectious 
disease due, in general, not to a highly virulent organism that 
attacks and kills a healthy host but rather to a debilitated, 
sickly or senescent host that succumbs to what is a relatively 
mild and uncommon infection in the young and vigorous. 


Tularemic Pneumonia.—The case of tularemia that forms 
the basis of the report by Permar and Maclachlan was remarka- 
ble in that there was neither a peripheral ulcerative lesion nor 
regional lymphadenitis. The principal clinical manifestations 
were a markedly toxic state and an atypical pneumonia. Tulare- 
mia was suggested by the history of handling dead wild rabbits 
and was confirmed by a positive agglutination test for Bac- 
terium tularense on the patient's blood serum. At necropsy the 
gross observations in the lung were unusual, indicating an 
acute lobar pneumonia with much interstitial inflammation and 
necrosis. The lesion suggested an acute diffuse reaction of 


granulomatous type. The histopathologic lesion was essentially 
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an interstitial pneumonia, distinguished by multiple miliary 
necrotic foci throughout the stroma of the diseased lobe. These 
necrotic foci were identical with those seen in an acute diffuse 
tularemic infection. An intense and widespread inflammatory 
edema accompanied the development of the specific tularemic 
nodules in the lung. The blood vessels of the affected lobe 
showed great edema of the subendothelial and adventitial con- 
nective tissue, with an infiltration of mononuclear leukocytes 
into these coats. This involvement of the vessels produced 
much narrowing of their lumens, and complete occlusion by 
thrombosis was often found. Areas of necrosis of considerable 
size and irregular outline were a striking feature of the micro- 
scopic observations. This necrosis was associated clearly with 
the vascular lesions just described, and appeared to have been 
caused directly by the vascular narrowing and occlusion. Thus 
it may be stated that when a diffuse pulmonary involvement 
occurs in the course of a tularemic infection, the prognosis 
must be grave, as acute tularemic inflammation of the lung 
is a progressively destructive lesion. This is borne out by 
the data available on fatal tularemia. 


Studies in Allergic Migraine—From the study of 202 
consecutive cases, Balyeat and Rinkel conclude that migraine 
is common in childhood, since in nearly one third of the cases 
studied the symptoms developed during the first decade. The 
syndrome is more common in business men, professional men 
and teachers than in laborers. About 7 per cent of all people 
in the United States sometime in life suffer from the symptom 
complex. As in asthma, symptoms of migraine in childhood 
may vary greatly from those in the adult. Gastric symptoms 
are usually marked. Migraine is interchangeable in the linkage 
with other allergic syndromes. A family history of allergic 
diseases was elicited in 167 out of 202 cases, or 82.1 per cent. 
Of the 202 cases studied, 81.1 per cent presented other allergic 
syndromes. From their observations the authors conclude that 
the exciting factor in all cases of migraine is a specific sensi- 
tization. There are many predisposing factors that should be 
investigated and eliminated. The pathologic change in migraine 
is probably a local vasomotor dilatation producing a local con- 
gestion of the brain corresponding to a hive on the skin. A 
familial history of allergy or a history of allergic manifesta- 
tions in one who suffers from headache aids but does not 
establish a diagnosis of migraine. The treatment of migraine 
based on allergic observations gives results equal to the treat- 
ment of practically any other chronic disease. 


Diet in Etiology of Anemia.—Kern believes that anemia 
from dietary causes results only when an unbalanced diet has 
been persisted in for a long time. The usual result of such 
an unbalanced diet is a secondary type of anemia, a chloro- 
anemia. The diet fault in these cases is (1) most commonly 
a lack of iron and of hemoglobin-building elements, (2) rarely 
perhaps a lack of one or more vitamins or (3) a combination 
of 1 and 2. The development of pernicious anemia may per- 
haps be hastened by diet restrictions (probably of certain animal 
proteins) in patients with achylia gastrica (partial or complete 
lack of intrinsic factor for stimulating erythropoiesis). The 
combination of avitaminosis, low protein and iron intake may 
possibly at times produce an addisonian blood picture. In rare 
instances an addisonian blood picture may result from a diet 
inadequate, through prolonged protein starvation, in the extrin- 
sic factor, which is necessary for the formation of the substance 
for stimulating erythropoiesis. 


Heart and Diaphragm.—Trace emphasizes the fact that the 
abnormally high diaphragm is not the only source of diaphrag- 
matic dysfunction. The low diaphragm, when pronounced, is 
productive of a goodly share of chronic invalidism. Its owner 
is nearly always thin and pale, with a long narrow chest and 
a protuberant ptotic abdomen. The extremities are cold, and 
hlood and pulse pressures are low. The abdominal organs are 
palpable. Nearly always the victims of numerous poorly defined 
digestive complaints, they are not infrequently subjected to 
many unnecessary and repeated abdominal operations. Fre- 
quently, circulatory disturbances assert themselves; dizziness, 
dyspnea, palpitation and fatigue on exertion bring the patients 
to the physician. These patients present all the symptoms of 
an effort syndrome: the heart is small, the pulse weak, and the 
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muscles are flabby. The fluoroscopic examination shows a 
narrow heart hanging suspended like a drop from the large 
blood vessels. The diaphragm is low, with poor respiratory 
mobility, and is definitely separated from the cardiac shadow. 
The poor filling of the cardiac chambers causes a relative 
arterial anemia with the subjective sense of exhaustion, and 
the suspended heart, lacking its diaphragmatic support, is liable 
to produce such bizarre signs as a paradoxical pulse or even 
a tracheal tug. A _ well applied abdominal support quickly 
brings relief. Prolonged rest in bed and hyperalimentation, 
aided by insulin, often improve the general condition remarka- 
bly. The author believes that the physician, who in physical 
diagnosis of the lungs takes into consideration the depth and 
shape of the thorax, the thickness of the parietes, the position 
of the heart and the mobility of the diaphragm, may profitably 
be on the alert in evaluating cardiac symptoms also, in con- 
nection with two important factors: the position and the 
mobility of the diaphragm. He will be rewarded by a better 
understanding of the mechanism of some symptoms and by 
fewer diagnostic errors, and the patient will profit by more 
intelligently applied therapeutic procedures. 


Malignant Tumors of Lung.—Moses presents a study of 
eighty-one patients with malignant tumors of the lung. The 
symptoms presented by these patients varied according to the 
stage of the disease, the type of tumor, the site of the tumor, 
the amount of lung tissue involved and the presence or absence 
of effusion in the pleural cavity. The commonest symptoms 
were a cough, with or without expectoration, which, if present, 
was usually bloody at some period of the disease; dyspnea; 
pain; cyanosis; weakness, and emaciation. Hemoptysis was 
present in the patients having blood vessels involved in the 
tumor, with ulceration. Fever may be present in the early 
stages in the presence of a pneumonitis, which is usually diag- 
nosed as an atypical pneumonia that does not resolve com- 
pletely; in the later stages, fever is present because of an 
inflammatory process in and about the tumor. Abstracts of 
the histories of eleven patients are given, illustrating these 
conditions. The postmortem observations are reported with 
nine of these histories. Secondary growths in the lung show 
an advanced malignant condition in the body and, although 
electrical treatment may ameliorate the symptoms and prolong 
the patient’s life, not a great amount of benefit is believed to 
result from the present treatment of these secondary conditions. 
In primary cancer of the lung, in order to diagnose the condi- 
tion earlier than is usually done it is necessary that one con- 
centrate one’s attention on those patients (1) who complain of 
a persistent cough without demonstrable causes, (2) who expec- 
torate bloody sputum at intervals, with no tubercle bacilli in 
the sputum, and (3) who complain of general weakness and 
loss of weight, and do not react to the usual methods of 
freatment. 
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Yellowing Dermatoses.—Weidman states that a perspec- 
tive of the pathologic changes, at least in the more obscure 
cases of yellowing dermatoses, is an additional avenue for 
arriving at a diagnosis; furthermore, while it sounds platitudi- 
nous, it is still in order to repeat that the linkage of the cuta- 
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neous pathologic process with analogous or correlated processes 
of the interior will throw light on the etiology of certain der- 
matoses. The substances that may occupy the skin and color 
it are given; the source, nature, kind of tissue affected and 
relation to clinical entities are discussed. The rather peculiar 
colloid degeneration met in the skin is compared with the 
colloid degeneration observed by the general pathologist; it is 
recommended that cutaneous colloid be considered as that of 
“colloid milium,” that is, essentially gelatinous, and not yellow 
or positive to the van Gieson stain. In this light it should be 
added to the list of colloid degenerations already constructed 
by the general pathologist. The term “adenoma” is employed 
too loosely in dermatologic language; the criteria for its use 
are outlined, with application to “adenoma sebaceum.” A review 
of the relevant literature suggests that Brugsch’s intradermal 
test for iron (employing potassium ferricyanide) and carotene 
as a vitamin are likely to be of service to dermatologists. 
Observations that the author believes are original are as fol- 
lows: submammary milia, affinities of carotene for epithelium 
and fat in frozen sections, the location of fat in xanthosis 
diabetica, and the demonstration of free fat in the lesions of 
senile elastosis by means of specific fat stains. Attention is 
called particularly to the following facts: 1. Fatty degeneration 
of the hyperplastic elastic tissue in senile elastosis is a frequent 
(physiologic) accompaniment of cutaneous senescence. 2. Such 
cegeneration is a common complication of scarring processes, 
perhaps including morphea. 3. Histologic observations per se 
do not form an adequate basis for a differential diagnosis 
between pseudoxanthoma elasticum and senile elastosis. 4. Fatty 
degeneration of the hyperplastic elastic tissue is a hamartomatous 
phenomenon in pseudoxanthoma elasticum. The similarity in 
the distribution of senile elastosis to that of rosacea and lupus 
erythematosus is pointed out; partly on the basis of this simi- 
larity a hypothesis is recorded involving an elastic tissue role 
(preelacin in the circulating blood) in the pathogenesis of lupus 
erythematosus. 


Cavernous Hemangiomas.—Light believes that although 
the majority of patients with angiomas may be successfully 
treated by means of radium, carbon dioxide snow, high fre- 
quency currents or surgical procedures, there are cases in which 
such methods are not feasible. This is most liable to occur in 
the cavernous type of angioma. In these cases the injection of 
irritating chemicals, such as are used in the treatment for 
varicose veins, may prove successful. The author reports a 
case of massive hemangioma of the leg which was not suitable 
for surgical intervention or treatment with physical agents. 
Remarkable success was obtained by the injection of sclerosing 
substances. The advantages of the injection method of treat- 
ment for hemangiomas are that (1) it may be used when other 
methods are impracticable; (2) no scarring is produced; (3) it 
is relatively painless, depending somewhat on the chemical used, 
and (4) it does not interfere with occupation, as the patient is 
ambulatory. 


Lupus Erythematosus. — According to Cummer, lupus 
erythematosus can scarcely be regarded as rare in childhood, 
since general series of cases of the disease show that from 2.3 to 
11 per cent occur during or before the fifteenth year of life. 
Search of the literature showed many cases included in general 
series as well as the 176 cases that are reported by the author. 
In a series of collected cases, the ratio of females to males was 
approximately 7:3. The disease occurs in the Negro as well 
as in the white child. It may have its onset during the first 
year of life. The incidence is progressively greater in each 
five year period of life, there being seven times as many cases 
in the period from 10 to 15 years, inclusive, as in the first five 
year period of life. Having started in childhood, the disease 
may last for many years, a duration of forty-two years having 
been reported. In generai, the course of the disease in childhood, 
including the appearance of the eruption and its response to gold 
therapy, does not show any striking difference from that in 
adult life. 


Ringworm Infection.—Schamberg and his associates state 
that it is obvious that there is a great hiatus between a splendid 
remedy in the test tube and the effect on a parasite in animal 
tissues. They have endeavored to produce ringworm in guinea- 
pigs and in rats, but thus far they have failed, although they 
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have used several strains of fungi. They are now trying out 
mercury crystal violet and mercury fuchsin in the human sub- 
ject, for ringworm eczema of the feet. The fungicidal power 
of these combinations is so strong that they can afford to use 
a weak concentration, particularly as a strong mercurial might 
irritate the skin. On the other hand, if one makes it too weak, 
one lessens the penetrative power of the dyestuff. The authors 
are therefore tentatively using a 0.25 per cent concentration of 
the compound in 25 per cent of alcohol, 25 per cent of acetone 
and 50 per cent of water. With this concentration they have 
made some attempt to determine its penetration into the horny 
layer of the skin. After painting a rabbit's ear for three con- 
secutive days, they have removed the area and have made frozen 
sections of it. Microscopic examination discloses the fact that 
mercury crystal violet does penetrate the horny layer but does 
not stain it deeply. Mercury fuchsin is now under trial. Their 
clinical experience has been too brief to permit of any definitive 
statements. Their results, however, have been encouraging. 
In the type characterized by macerated skin between the toes, 
mercury crystal violet has given good results. Mercury fuchsin 
has produced encouraging results in ringworm of the nails, 
which are scraped with glass and painted daily. Mercury 
fuchsin is cosmetically better adapted for the finger nails, because 
it is a red dyestuff, whereas mercury crystal violet is a deep 
violet. In highly inflammatory areas or those to which much 
roentgen treatment has been applied, the authors prefer first to 
use other remedies until the inflammation has somewhat sub- 
sided. The exact method of application and the exact concen- 
tration that will give the best results are still the subject of 
study. 


Antimony Compound for Leprosy.—Kingsbury reports 
the results he obtained in the treatment of four patients with 
leprosy by means of 3-3 diamino 4-4 dihydroxy arsenostibino 
benzene. The preparation is light brown and soluble in water, 
and it has an acid reaction. It is alkalized by the addition of 
9 cc. of normal sodium hydroxide per gram. The resulting 
disodium salt is diluted with physiologic solution of sodium 
chloride, so that the final volume is not less than 0.1 Gm. in 
10 ce. of solution. This solution is slowly injected intravenously 
with a small gage needle. The preparation is well borne. In 
the first case in which this preparation was administered a cure 
was apparently obtained. In the second and third cases moderate 
but progressive improvement was noted up to the time the 
patients were transferred to other institutions. In the fourth 
case there was an apparent arrest of the disease and a decided 
improvement in the symptoms and the appearance of the lesions. 
From his study of the four cases, two of the maculo-anesthetic 
and two of the nodular type, the author believes that this prepa- 
ration of antimony is superior to the ethyl esters of chaulmoogra 
oil, and that the remedy is one that may be of considerable 
value in the treatment for leprosy. 


Pemphigus Neonatorum Congenitus.—Ireeman reviews 
the literature on congenital impetigo neonatorum and reports 
two cases of the condition. He emphasizes the fact that, 
unnoticed, congenitally infected infants may be the source of 
origin of epidemics. 

Lichen Planus of Mouth.—Fox gives tabulated statistics 
on ten cases of lichen planus confined to the mouth, which 
occurred in four men and six women whose ages averaged 
44.6 years. The average duration was four years. The eruption 
involved the mucosa of the cheeks in every case and the tongue 
in addition in six cases. Subjective symptoms of a mild type 
were noted in five cases. Of four patients who smoked, three 
did so moderately and one to excess. The teeth in general 
were in good condition. Four of the patients had a history of 
gastro-intestinal disturbance. None gave a history of syphilis, 
and in five cases in which the Wassermann test was performed 
it was negative. Histologic examination confirmed the diag- 
nosis in four cases and probably also in a fifth. The result of 
treatment was in general unsatisfactory, improvement in some ” 
cases apparently being due to arsenicals and mercurials. From 
his observations the author concludes that lichen planus confined 
to the mouth is more frequent than is generally supposed, that 
the clinical differentiation from leukoplakia is usually possible, 
that the disease may persist for years and that treatment is 
unsatisfactory. 
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the Father of Electrotherapy. F. H. Krusen, Phila- 


from Electrical Apparatus. 

Tuberculous Enterocolitis.—Goldberg states that tuber- 
culous enterocolitis, as most other forms of tuberculosis, is a 
lymph-borne disease and as such has a predilection for those 
portions of the bowel more abundantly supplied with lymphatic 
tissue. Prophylaxis, as practiced in the prevention of swallow- 
ing infected sputum and food, should receive greater attention. 
The diagnosis of tuberculous enterocolitis in its early stages 
should call for intestinal roentgenography at the first intimation 
of a gastro-intestinal upset and such roentgen studies should 
he repeated on recurrence of symptomatic manifestations when 
negative observations originally were obtained. The prognosis 
is not as grave as previously considered, especially in the 
presence of a pulmonary tuberculosis, which can be controlled. 
The prognosis is definitely improved by the detection of the 
intestinal lesion in its inception, and through the use of modern 
therapy. Treatment should be considered in its newer and wider 
scope. The properly balanced nonrestdue vitamin mineral salt 
diet should be supplied. Ultraviolet therapy is a most important 
adjunct. There are definite indications which at times point 
out the usefulness of surgery. 


Radium Therapy in Ophthalmology.—According to Lane, 
progress in the use of radium in ophthalmology has been slow 
but steady. Radium treatment is founded on a rational basis. 
The constant flow of energy from the element and its accuracy 
of measurement make it of real therapeutic value. The broken 
dose method has many advantages in ocular therapy. Bio- 
microscopy is most helpful in following up results of treatment. 
By its use scattered foci of malignant disease can be located 
which would otherwise escape detection. The treatment may 
be long and tedious; frequent fellow up work is necessary, but 
the results fully repay the time and skill required in using 
radium about the eye. 
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Efficiency of Certain Germicides in Preservation of Biologic Products. 
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Lysis of Pneumococcus by Saponin.—According to Klein 
and Stone, pneumococci are not dissolved by saponin when 
tested in plain broth culture. Treatment of the bacteria with 
cholesterol renders them susceptible to complete and rapid lysis 
by saponin. The cholesterol exerts a direct action on the bac- 
teria, independent of bacterial reproduction. The bacteria must 
be in contact with the cholesterol for a definite period of time 
prior to the addition of saponin in order to obtain lysis. Excess 
of saponin inhibits the sensitization by cholesterol. Conversely, 
excess of cholesterol inhibits lysis by saponin. Animal fluids, 
e. g., blood or ascitic and pleural fluids, act similarly to choles- 
terol. Evidence is presented to show that the activity of these 
fluids is due to their cholesterol content. When cholesterol is 
esterified it loses its affinity for saponin and becomes incapable 
of sensitizing pneumococci to saponin. The authors advance 
the theory that the lysis is due to a union of saponin with the 
cholesterol assimilated by the bacteria during sensitization. 
They call attention to the parallelism between saponin bac- 
teriolysis and saponin hemolysis. 


Journal of Biological Chemistry, Baltimore 
94:329-611 (Dec.) 1931. Partial Index 
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Animal Calorimetry: Influence of Phlorhizin Glycosuria on Metabolism 
of Dogs After Thyroidectomy. Margaret Dann, W. H. Chambers 
and G. Lusk, with assistance of J. Evenden, New York.—p. 511. 

Estimation of Galactose in Blood and Urine. V. J. Harding and G. A. 
Grant, Halifax, Canada.—p. 529. 

Method for Determination of Hexose-Monophosphate in Muscle, 
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Influence of Epinephrine and Insulin Injections on Hexosephosphate 
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Calcium and Inorganic Phosphate of Serum. — Dupré 
and Semeonoff state that cabbage fed to rabbits causes a marked 
rise in the serum calcium and a simultaneous fali in the inor- 
ganic phosphorus concentration. Bran and oats fed to rabbits 
cause a marked rise in the inorganic phosphorus of serum with 
a simultaneous fall in calcium. A rise in calcium is accom- 
panied by a fall in inorganic phosphorus, and vice versa. There 
is a definite diurnal variation in the serum calcium and phos- 
phorus levels of the rabbit. The evening calcium level is from 
1 to 1.5 mg. per hundred cubic centimeters higher than the 
morning sample. The change in phosphorus is of about the 
same magnitude. In view of this diurnal variation, a rise or 
fall of less than 1.5 mg. per hundred cubic centimeters in 
serum calcium and phosphorus is of no significance. 


Mineral Metabolism in Goiter.—Baumann and his asso- 
ciates studied the relation of mineral metabolism of rabbits to 
the physiologic state of the thyroid. In thyroid deficiency 
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(caused by feeding rabbits with cabbage until a palpable goiter 
is produced) there is a retention of calcium, magnesium and 
phosphorus. The conversion of the thyroid to the normal 
colloid-containing state by the administration of a small amount 
ot iodine restores the balance of these elements by increasing 
the amounts excreted. The metabolism of sodium, potassium, 


chlorine and sulphur is relatively uninfluenced by thyroid: 


deficiency. 


Acid-Base Balance.—Lamb and [-vvard fed swine for three 
generations (three and a half years) on a ration of yellow 
corn, tankage, corn germ meal, and alfalfa meal plus from 200 
to 300 cc. of normal sulphuric acid solution daily. No dele- 
terious effects on growth, well being or reproduction were 
observed in the group receiving the acid. No unfavorable 
effects on the composition of the bones of representative ani- 
mals were found. Three generations of rats were produced 
with no apparent ill effect and with optimal reproduction on 
a satisfactory grain, casein and acid salts ration which con- 
tained a total potential acidity of 15 cc. of normal acid solu- 
tion per hundred grams of feed. Rabbits tolerated a ration 
containing a net acidity up to 5 cc. of normal solution daily 
tor each animal, the basal ration being optimal in composition 
and physical character for rabbits. When the net acid allow- 
ance was increased above 5 cc. of normal solution, the rabbits 
soon succumbed. These animals excreted nearly all the acid 
as acid phosphates in the urine, having only slight ability to 
mobilize ammonia for neutralization of the acid. 


Calcium Salts of Bone.—Bogert and Hastings made anal- 
yses of the untreated outer and inner portions of bone, and of 
bone cortex treated in the following ways: extracted with 
alcohol, with ether, with water, hydrolyzed with sodium 
hydroxide, digested with pancreatin, and ashed at temperatures 
low enough to avoid loss of carbonates. These preparations 
were analyzed for their total calcium, inorganic phosphorus, 
and carbonate content. The inner and outer portions of bone 
did not differ materially as to inorganic composition. The 
relative proportions of the inorganic constituents in bone cortex 
were undisturbed by the different processes to which it was 
subjected, except that ashing caused a considerable loss of 
carbonates unless special precautions were taken. Commercial 
preparations of tertiary calcium phosphate as purchased contain 
appreciable but variable amounts of carbonate and hence are 
not uniform in composition. The residual calcium: phosphorus 
ratio of two samples analyzed was the same but was slightly 
lower than the theoretical calcium: phosphorus ratio for that 
salt. In all the bone preparations, the residual calcium: phos- 
phorus ratio approximated that for tertiary calcium phosphate. 
The calcium phosphate: calcium carbonate ratio varies between 
2 and 3, but approximates 2 in all preparations in which the 
hone substances have been relatively little altered by treatment. 


Journal of Immunology, Baltimore 
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Studies on Serologic Reactions of Flagella of Bacillus Typhosus. 
Craigie, Dundee, Scotland.—-p. 417 
Immune Iso-Agglutinins in Rabbits: 
K. Landsteiner, New York.—p. 513. 


- Journal of Lab. & Clinical Medicine, St. Louis 
17: 211-296 (Dec.) 1931 
*Decompensated Hypertensive Heart. J. R. Lisa, New York.—-p. 211. 
*Relation of Jaundice to Outcome in Lobar Pneumonia: Indications for 

Trial of Rilirubin Therapy. N. W. Elton, Boston.—p. 216. 

Effect of Ultraviolet Irradiation on Glucose Solution. L. M. Dillman, 

Chicago.—-p. 236. 

*Studies in Alimentary Canal of Man: IX. ein of Gastric Vol- 
ume. W. A. Sommerfield, Cleveland.—p. 

Decompensated Hypertensive oa presents the 
microscopic lesions of the heart in a series of ten cases of hyper- 
tension with congestive cardiac failure. They consist of miliary 
necroses with cellular reaction. The histogenesis of the lesions 
is traced. They apparently have a close relationship to the 
clinical syndrome and offer a pathologic basis for it. 


Relation of Jaundice to Outcome in Lobar Pneumonia. 
—FElton made serial studies in 224 cases of lobar pneumonia 
by the daily determination of the icterus index, van den Bergh 
aqueous (direct) reaction and the quantitative serum bilirubin 
estimation, and demonstrated that serum icterus manifested in 
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one or all of the three tests is pathognomonic of the disease. 
The summation of the observations relating to the pneumonic 
icterus clearly indicates that a therapeutic trial of bilirubin is 
the logical conclusion of the investigation, particularly since the 
pigment is believed to be nontoxic when injected intravenously. 
Although the analysis of the icterus of lobar pneumonia may 
seem complex because of its relation to the presence or absence 
of fluid and because of the differences between the white and 
the black races, the application of these observations to the 
therapeutic test is siinple enough, and may be stated as follows: 
1. In the white race one should inject a quantity of bilirubin 
sufficient to cause the icterus index to pass 16.6 but not to exceed 
30, regardless of the presence or the absence of fluid. 2. In 
Negroes, and when negroid reactions occur in the white race, 
the icterus index 100 must be attained. By preliminary studies 
correlating the serum icterus with the physical signs, the 
addition of surplus bilirubin may be contraindicated in many 
cases. Additional data on the bilirubin content of pleural fluid, 
obtained early in the course of the disease, in its relation to the 
outcome, should be secured. 


Studies in Alimentary Canal of Man.—Sommerfield 
believes that current estimates of gastric volume suffer from 
defective technic since gastric behavior is influenced by the 
introduction of unusual foreign substances into the stomach 
and of unusual conditions into the experiment. To obviate 
these difficulties of technic a method is presented which requires 
simply an anteroposterior roentgenogram and a determination 
both of the obliquity of the stomach and of the distance of the 
magenblase from the anterior abdominal wall. Simpson's rule, 
as applied to the volume of a tube of unknown curvature, 
provides a fairly reliable method of estimating stomach capacity 
under the particular conditions of the author's small meal experi- 
ments. It also provides a ready measure of the changing 
volume as contents become transferred to the small intestine. 
The diminishing gastric volume shows rhythmic fluctuations 
which find their explanation in other studies. Estimated by 
this method an illustrative 5 ounce (150 cc.) buttermilk meal in 
a healthy young adult stomach bespoke an average volume of 
only 643 cc. when measured over the first thirteen minutes 
after swaliowing. Since this is greater than the amount 
swallowed, the secretion of gastric juice must account for the 
difference. 
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Early Diagnsis of Minimal Pulmonary Tuberculosis. 
N. C. Prince, Amarillo, Texas.—-p. 573. 
Galvanism. J. U. Giesy, Salt Lake City.—p. 579. 
Diathermy in Pneumonia. H. E. Stewart, New Haven, Conn.—p. 581. 
Interpretation of Roentgenograms of Bone Diseases. A. H. Trynin, 
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Medicine, Baltimore 
10: 373-536 (Dec.) 1931 

*Primary Carcinoma of Lung: Bronchiogenic Cancer: 

Pathologic Study. B. M. Fried, Boston.—p. 373 

Primary Carcinoma of Lung.—From the material studied 
by Fried it is apparent that a reasonable classification of bron- 
chiogenic cancer based on clinical features is as superfluous at 
the present time as that based on their gross anatomic structure. 
Indeed, even the “typical cases” in the author’s arbitrary classi- 
fication display such an amazing diversity that one rarely can 
find a group of patients with similar symptomatology. Never- 
theless the “typical” category of bronchiogenic cancer does not 
represent as a rule any unusual diagnostic difficulties, provided 
of course one keeps in mind the fact that the disease is far 
from being uncommon. The symptomatology is briefly reca- 
pitulated thus: The onset of the disease, which manifests itself 
in most instances in persons between the ages of 50 and 70, is 
as a rule insidious. A grunt or a cough productive of a mucoid 
or a mucopurulent sputum intimately mixed or only streaked 
with blood is one of the first complaints. Not infrequently there 
occurs also a small hemoptysis. A sharp stabbing pain in the 
chest is a characteristic sign noted by all observers and is looked 
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on as a cardinal symptom which other diseases rarely give. 
Loss of weight, appetite and strength, pleural effusion, dyspnea 
and cyanosis occur in all likelihood in the more advanced stages 
ot the disease. Many patients show an asymmetry of the 
thorax with the narrowing of the affected side; in a high per- 
centage of them there are clubbed fingers and sometimes a 
diffuse osteo-arthropathy. Many of the author’s patients also 
showed a kyphosis. The physical signs found in the chests of 
these patients are rather scant and not characteristic. This 
holds equally true for most chronic pathologic conditions of 
the lungs. The interpretation of the signs is evidently based 
on the same laws as that of other intrathoracic diseases. The 
difficulty in making promptly a correct diagnosis is due to the 
similarities existing between this disease and a number of other 
chronic pulmonary diseases. In fact there is not a single “irre- 
tutable” symptom or a group of symptoms which is not common 
to tuberculosis, to an abscess of the lungs and to a bronchiogenic 
cancer. Indeed, most observations are to the effect that the 
last condition is usually confounded with phthisis or with a 
pulmonary abscess. In certain instances it may be mistaken 
for an aneurysm of the aorta, and in two ef the author’s cases 
it was interpreted as a pulmonary infarct. In the differential 
diagnosis one must also consider Hodgkin’s disease (seen usually 
in younger individuals), forming a rounded mass confined to 
the mediastinum or as diffuse pulmonary lymphogr l tosis, 
a thymoma, and a teratoma of the lung. In a few cases echino- 
coccus cyst and actinomycosis of the lung have been observed 
giving symptoms and signs analogous to those found in primary 
carcinoma of the bronchus. Unlike the “typical” cases, the 
diagnosis of an atypical case is met by insurmountable difficul- 
ties. Of particular interest are those cancers that have shown 
early metastases to the central nervous system, in which instance 
the metastatic cerebral lesion simulated a rapidly growing 
glioma, causing such acute intracranial symptoms as to make 
an intracranial operation an emergency procedure. 


Missouri State M. Assn. Journal, St. Louis 
28: 571-644 (Dec.) 1931 

Present Concept of Chronic Appendicitis. A. E. Hertzler, 
Kan.—p. 571. 

Analysis of 1,000 Appendixes from Viewpoint of Pathologist. 
Helwig, Kansas City.—p. 574. 

Headache: Its Cause and Relief. M. F. Arbuckle, St. Louis.—p. 579. 

Maxillary Sinusitis in Children. QO. S. Gilliland, Kansas City.—-p. 587. 

Rasal Metabolism in Middle Ear Catarrh. C. S. Smith, Springfield. 
-p. 591. 

General Practitioner: 
Hermann.—p. 5 

Massive, Spontaneous Hemorrhages into Vitreous Humor, and Iritis of 


Halstead, 


F. C. 


Guardian of Public Health. J. 


Lingenfelder, 


Both Eyes, Accompanying Schénlein-Henoch’s Syndrome: Case. J. W. 
Love, Springtield.——p. 
Varicose Veins: Technic of Treatment by Injection Method. P. S. 


Lowenstein, St. Louis.—p. 7. 
Persistent Hereditary Edema of Legs: 
Kansas City.-—p. 601. 


Milroy’s Disease. J. H. Jennett, 


Pustular Stomatitis of Streptococcus Hemolyticus Origin: Cases. J. P. 
Costello, St. Louis.—p. 605. 
Nebraska State Medical Journal, Lincoln 
16: 457-492 (Dec.) 1931 
Mortality and Morbidity. J. W, 


Some Factors Influencing Surgical 
Duncan, Omaha.—p. 457. 

Cardiac Hypertrophy. G. L. Pinney, Hastings.—p. 464. 

Further Observations on Treatment of Pneumonia. S. A. Swensen, 
Oakland.—p. 468 

Suggested Etiology of Erythromelalgia. W. L. Shaw, Hastings.—-p. 472. 

Postmortem Cesarean Section with a Living Child. F. D. Ryder, 
Grand Island.—p. 474. 


New England Journal of Medicine, Boston — 
205: 1177-1222 (Dec. 17) 1931 

Spontaneous Intraperitoneal Rupture of Tuberculous Bladder. B. H. 
Alton, Worcester, Mass.—-p. 1177. 

Blood Sugar Changes in Children Following Surgical Operation. 
Daffinee, J. Garland, Boston, and Mildred G. 

1182. 

An Improved Oral Method for Lhanwengreehy: L 
S. W. Ellsworth, Boston.—p. 

Plastic Repair for Paralysis of aime Musculature: 
Report. C. L. Lowman, Los Angeles.—-p. 

Fixation Point in Perimetry. J. 1. Pascal, Boston.- p. 1189. 

Place of Science in Treatment of Criminals and in Prevention of Crime. 
F. Loveland, Jr., Boston.—-p. 1190. 

Dr. Naney E. (Talbot) Clark: Second Woman Graduate in Medicine 
to Practice in Boston. F. C. Waite, Cleveland.—p. 1195. 
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New Orleans Medical and Surgical Journal 
$4: 429-512 (Dec.) 1931 
Some Observations on Roentgenography of the Skull. 
Cleveland.—p. 429. 
Formation of Arteriovenous Fistula for Relief of Sequelae of 


Aneurysm. <A. H. Storck, New Orleans.—p. 440. 
“Treatment of Aortic Aneurysm by Method of Jugulocarotid Anastomosis. 


B. H. Nichols, 


Aortie 


R. Matas, New Orleans.—p. 448. 
Cancer Control Program. J. W. Cox, New York.—-p. 455. 
Surgery in the Prevention of Disease. T. E. ad, Ir., Hattiesburg, 


Miss.—p. 460. 


Information That Can be Furnished by Ophthalmologist. HH. N. Blum, 
New Orleans.—p. 464 
Treatment of of Lacrimal Apparatus. W. S. Sims, 
Jackson, Miss. 47 
Musser and L. A. Monte, 


* Abortive 
47 


‘two 
New Orleans.—p. 475. 


Treatment of Aortic Aneurysm by Jugulocarotid 
Anastomosis.— Matas sees little to commend, either in theory 
or in practice, in the treatment of aortic aneurysm by jugulo- 
carotid anastomosis. Medicine and surgery can still do much 
for these unfortunate patients, but the greatest hope for their 
redemption lies in the prophylaxis and treatment of the disease 
—syphilis (syphilitic aortitis), which is chiefly responsible for 
the existence of aortic aneurysms. 

Abortive Poliomyelitis.— Musser and Monte emphasize the 
importance of recognizing poliomyelitis from the point of view 
ot the epidemiology of the disease. The mild, abortive and 
unrecognized cases presumably are responsible for the spread 
of poliomyelitis. In questionable instances lumbar puncture 
should be performed promptly and even repeatedly, in order 
to make a diagnosis, which, while not made with the definiteness 
of such a condition as meningitis, in which the organisms are 
identified, nevertheless is substantially trustworthy in the 
majority of instances. 


New York State Journal of Medicine, New York 
Bi: 1499-1560 (Dec. 15) 1931 


Tularemia Contracted in City of New York: Case. 


S. M. Kaufman, 
New York.—p. 1499. 


Position in Physical Therapy. K. G. Hansson, New York.—p. 1504. 
Human Rabies: Two Cases. G. F. Cleghorn, Mineola, L. I.—p. 1509. 
Northwest Medicine, Seattle 
30: 525-562 (Dec.) 1931 
Clinical Amebiasis and Newer Methods of Treatment. A. C. Reed, 


San Francisco.—p. 

" Tumere Incident to and Complicating Pregnancy and Labor. 
and A. Holman, Portland, Ore.—p. 529. 

"Treatment of Varicose Veins and Varicose Ulcers. C. F. 
Rochester, Minn.—p. 

Preoperative and Postoperative Medical Management in Cases of Dia- 
betes Mellitus. C. H. Hofrichter, Seattle.—p. 536. 

Rendering Diabetics Insulin-Free by Special Method of Feeding. I. D. 
Inskeep, Medford, Ore.—p. 538. 

“Postoperative Use of Therapeutic Pools. 


A. Mathieu 


Dixon, 


L. 


Lowman, Los Angeles. 

Tuberculous Infection Among = in State of Washington. L. P. 
Anderson, Philadelphia.—-p. 54 

Proctologic Problems. S. Seattle.—p. 544. 

Newer Conceptions Regarding Chronic Paranasal 
L. B. Bouvy, La Grande, Ore.—p. 546. 

Friedman Hormone Test for Pregnancy. 


Sinus Infections. 


J. F. Fiorino, Everett, Wash. 


. 548. 
Spontaneous Rupture of Heart. G. P. Winchell, Eugene, Ore.-—p. 550. 


Tumors Complicating Pregnancy and Labor.—In a study 
of the case records of 2,150 pregnant women, Mathieu and 
Holman noted 131 tumors of the pelvic organs in 115 women. 
There were 10 miscellaneous tumors, 15 cervical polypi, 21 
ovarian cysts, 20 vaginal cysts and 65 uterine fibroids. They 
believe that while the pregnant patient with uterine fibroids 
must be individualized, the tendency should be away from opera- 
tion, because dystocia is not apt to occur, especially if the tumor 
is not in the pelvis. While the incidence of abortion, mis- 
carriage, premature separation of the placenta, hemorrhage and 
uterine inertia is increased, too often operation will not accom- 
plish the desired result. The very fibroid that will cause 
dystocia because of its position and impaction in the pelvis can- 
not be removed by myomectomy without disrupting either the 
pregnancy or the uterine integrity. For this reason the con- 
servative treatment and the display of the best obstetric judg- 
ment in caring for patients with fibroids impacted in the pelvis 
or with multiple fibroids of the uterus preventing dilatation of 
the cervix lies in performing elective cesarean section at term. 
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Varicose Veins.—According to Dixon, there are various 
sclerosing solutions that may be used in the treatment of varicose 
veins. Embolic phenomena, although not entirely absent follow- 
ing this type of treatment, are extremely rare and much less 
common than following surgical procedures. There are certain 
contraindications to injection of varicose veins, of which hyper- 
tension, marked arteriosclerosis, and existing or recent phlebitis 
are important. In cases of pregnancy, treatment of existing 
varicosities should he administered at least with caution. The 
elastic adhesive bandage has been of great aid to healing of 
these ulcers of the lower extremities, which are secondary to 
varicose veins. The sclerosing method of treatment of varicose 
veins and kindred ulcers is not only effectual but, because the 
patient may be ambulatory, is of economic importance. 


Postoperative Use of Therapeutic Pools.—lLowman 
states that underwater exercise promotes earlier return of func- 
tion in operative bone and joint work than can be obtained by 
almost any other modality. The physiologic use of the parts 
affected and the rest of the body improves metabolism and 
hastens the healing process. Movement without spasm and 
joint friction is possible through a large arc. Motion and weight 
bearing can be accurately scaled to dosage, either separately or 
together. The morale in long-drawn chronic cases is greatly 
heightened; the hospitalization time is shortened, and economy 
results. 


Ohio State Medical Journal, Columbus 
27: 921-1000 (Dec. 1) 1931 

Causes for Failure in Treatment of Asthma. M. B. Cohen and J. A. 
Rudolph, Cleveland.—p. 941 

Skin Grafting with Reference to Extensive Burns. H. T. Sutton, 
Zanesville.—p. 943. 

Influence of Climate on Female Sexual Functions. C. A. Mills, 
Cincinnati.—p. 949. 

Tonsils: Anatomy and Treatment. J. A. Lukens, Toledo.—p. 953. 

Myasthenia Gravis. C. H. Bayha, Toledo.—p. 956. 

Relation of Physician to Industrial Commission of Ohio. W. E. Obetz, 
Columbus.—p. 958. 

Qbservations on Upper Urinary Tract — in Diabetics. F. G. 
Maurer and E. H. Hedges, Lima.—p. 90f 


Oklahoma State Medical Assn. Journal, Muskogee 
24: 373-424 (Dec.) 1931 


Treatment of Pneumonia with Especial Reference to Glucose Therapy 
and Theories as to Its Probable Action. E. E. Baum, Tulsa.—p. 373. 

Some Observations on Specific Therapy in Infectious Diseases. J. H. 
Musser, New Orleans.—- 

Yusospirochetal Infection of Gastro- Intestinal Tract. F. M. Duffy, 
Enid.—p. 380. 

Complications of Treatment for Syphilis. J. Stevenson, Tulsa.—-p. 385. 

Cysts of Urachus: Case. Long, Oklahoma City.—p. 388. 

Why Drain the Peritoneal Cavity? R. Grosshart, Tulsa.—-p. 392. 

Some Surgical Browsing. F. L. Watson, McAlester.—p. 394. 

Intravenous Anesthesia with Sodium Amytal in Surgery. <A. L. Blesh, 
Oklahoma City.—p. 396. 

Extra-Uterine Gestation. J. L. Shuler, Durant.—p. 400. 

Anemia: Case of Miss K. W. Langston, Oklahoma City —p. 44, 

Rare Orbital Tumor in Child (Epithelioma Adenoides Cysticum): Case. 
A. H. Davis and D. L. Garret, Tulsa.—p. 406. 


Philippine Journal of Science, Manila 
46: 537-786 (Dec.) 1931 


Worm Parasites of Brown Rat (Mus Norvegicus) in Philippine Islands, 
with Especial Reference to Those Forms That May be Transmitted 
to Human Beings. M. A. Tubangui.—p. 537. 

*Notes on Dengue. R. L. Holt and J. H. Kintner.—p. 593. 

Resistance of Dengue Virus. R. L. Holt, W. D. Fleming and J. H. 
Kintner.—p. 601. 

Attempted Cultivation of Mycobacterium Leprae. W. W. Oliver, 
W. de Leon and A. P. de Roda.—p. 

Somatic Segregation in Double Hibiscus and Its Inheritance. N. B. 
Mendiola.—p. 62 

Daytime Resting Places of Anopheles Mosquitoes in Philippines: First 
Report. P. F. Russell.--p. 639. 

Avian Malaria Studies: III. Experimental Epidemiology of Avian 
Malaria: Introductory Paper. P. F. Russell.—p. 651. 

Bored-Hole Latrine Equipment and Construction. C. H. Yeager.—-p. 681. 

Philippine Varieties of Anopheles Gigas and Anopheles Lindesayi. 
W King.—p. 

Use of Antennae as Mea ans of Determining the Sexes in Leucopholis 
Irrorata Adults (Coleoptera, Scarabaeidae). A. W. Lopez.—p. 759. 


Notes on Dengue.—According to Holt and Kintner, there 
is certainly an immunity to dengue fourteen days after an attack, 
both to the original infecting medium and to the virus of two 
outside cases. Peculiarities in the behavier of attacks of dengue, 
two cases of which are reported, coupled with the fact that 
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immunity to the homologous strain has been proved numbers 
of times, lead the authors to believe in the existence of “strains” 
of dengue virus. The virus of dengue was transferred from 
mosquito to mosquito by feeding for three transfers but was 
lost before the fiith transfer. There was no discoverable atten- 
uation of the virus as a result of the three transfers. Freezing 
dengue serum at —7 F. for forty-eight hours did not destroy 
the virus, nor was it attenuated. Concentrated “immune bodies” 
from the serum of recovered cases of dengue do not affect the 
course of the disease when injected on the first day of the attack. 


South Carolina Medical Assn. Journal, Greenville 
27: 273-296 (Nov.) 1931 


“Hyperthyroidism Following Thyroidectomy.”” W. H. Prioleau, Green- 
ville.—p. 275. 

Reinjection of Cerebrospinal Fluid as an Aid in Treatment of Cerebro- 
spinal Meningitis Epidemica: Cases. L. W. Milford, Clemson College. 
—p. 277. 

Acute Inflammatory Joint Disease. J. C. Norris, Atlanta, Ga.—p. 281. 


Wisconsin Medical Journal, Madison 
30: 958-1067 (Dec.) 1931 


“Treatment of Peptic Ulcer with Gastric Mucin. S. J. Fogelson, Chicago. 


Indications for Surgery in Peptic Ulcer. C. S. Williamson, Green Bay. 
—p. 976. 


Intravenous Urography: Its Place in Urology and General Practice. 
. M. Stang, Eau Claire.—p. 979. 

Osteomyelitis: Study of 162 Cases Treated by Orr Method. R. FE, 
urns, Madison.—p. 982. 

Relation of Life Insurance Examiner to Company, Agent and Applicant, 

>, M. Gleason, Manitowoc.—p. 985. 

Peptic Ulcer.—Fogelson describes experiments in which he 
noted that gastric mucin prepared from hog’s stomach is only 
a mild excitant of gastric secretion. It has a high combining 
power. Two ounces (60 Gm.) of mucin placed in the stomach 
of the dog was more than sufficient to combine with the acid 
secreted in response to the injection of 1 mg. of histamine. 
When half an ounce (15 Gm.) of mucin was mixed with a 
pound of meat and fed to a dog, free acid did not appear in the 
dog’s stomach throughout the period of observation of from 
five to seven hours. Complete relief from symptoms for varying 
periods of trom three to twenty months and complete restora- 
tion to economic fitness were afforded to sixty-six out of sixty- 
eight patients with classic ulcer histories and roentgen signs 
of peptic ulcer by feeding them about 100 Gm. of powdered 
neutral gastric mucin obtained from hog gastric mucosa. As 
a rule, half an ounce was given at 10 a. m., and at 2, 4, 8 and 
10 p. m., and in addition, from 15 to 30 grains (1 to 2 Gm.) of 
mucin in capsules on the hours when the large doses were not 
given, 


Yale Journal of Biology and Medicine, New Haven 
4: 119-222 (Dec.) 1931 

Historical Studies on Nature and Treatment of Gunshot Wounds from 
Fifteenth Century to’ Present Time. T. Billroth, Berlin, Germany; 
Translated by C. P. Rhoads.—-p. 119. 

Marital Maladjustments. W. B. Terhune, Stockbridge, Mass.—p. 149. 

*Electrolyte and Volume Changes in Fluids Injected into Peritoneal 
Cavity. A. J. Schechter, Brooklyn.—p. 167. 

Review of Cases of Squamous Cell Carcinoma of Lip at New Haven 
Hospital from January 1, 1920, to November 1, 1931. F. W. Roberts, 
New Haven, Conn.—p. 187. 

Blood Picture of Normal Laboratory Animals. R. A. Scarborough, 
San Francisco.—p. 199. 

Changes in Fluids Within Peritoneal Cavity.—Schechter 
describes experiments in which he demonstrated that the elec- 
trolyte composition of isotonic solutions of sodium chloride, of 
sodium chloride-sodium bicarbonate, and of dextrose, injected 
into the peritoneal cavity, tends to approach the composition of 
edema fluid. Isotonic sodium chloride and sodium chloride- 
sodium bicarbonate solutions tend to be absorbed from the 
peritoneal cavity at a constant rate, which is almost identical 
for the two solutions. During the process in which the com- 
position of the dextrose solution is being altered, the volume 
in the peritoneal cavity markedly increases. After the dextrose 
concentration has fallen considerably, absorption proceeds at 
approximately a constant rate. The profound changes occurring 
in dextrose solution suggest that it is this marked initial lack 
of equilibrium between this solution and blood plasma that is 
the underlying factor for some of the phenomena of irritation 
observed in its subcutaneous or intraperitoneal use. 
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British J. Dermatology and Syphilis, London 
43: 617-682 (Dec.) 1931 


Investigations into Causation of Pityriasis Rosea. M. 
Cumings.—p. 617. 
* Acute Disseminated Lupus Erythematosus: 
Endocarditis but Not Tuberculosis: 
R. L. Gilman.—p. 641. 


S. Thomson and 


Necropsy Disclosing Acute 
Case. F. Weidman and 


Ectodermal Defect Associated with Hypertelorism: Case. G. P. B. 
Whitwell.—p. 648. 
Acute Disseminated Lupus Erythematosus.—<According 


to Weidman and Gilman, the dermatologic changes known as 
acute disseminated lupus erythematosus can occur in connection 
with acute infectious processes and, reasonably, quite apart from 
tuberculous factors. This does not mean that the tubercle 
bacillus is incapable of provoking the same cutaneous expres- 
sions ; the way is still open to demonstrate this possibility. The 
authors consider it regrettable that the term “lupus” was ever 
linked with this condition, since it connotes, particularly to the 
general practitioner, a tuberculous etiology. They belong in 
that group of dermatologists which believes that acute dissemi- 
nated lupus erythematosus pathologically speaking is, in many 
cases at least, of the erder of a chronic erythema multiforme. 
They thoroughly understand that this does not militate against 
the value which the condition has as a clinical entity (1) in 
relation to prognosis and (2) in being so comprehensive a 
process as to admit tuberculosis into the etiology. Incidentally, 
this concept calls up for reexamination those cases of chronic 
discoid lupus erythematosus which precede the acute ones, and 
would assign to them also a possible nontuberculous as well 
as tuberculous causation, provided one can be sure that the 
acute and chronic phases have a common causation. However, 
with tuberculosis so commonly complicated by acute bacterial, 
even suppurative states, a chronic lupus erythematosus of tuber- 
culous causation could still be reconciled with a superimposed 
acute condition that was of nontuberculous causation. 


British Journal of Ophthalmology, London 
15: 673-736 (Dec.) 1931 

*Retinal Gliomata Treated by Radon Seeds. R. F. Moore, H. B. Stallard 
and J. G. Milner.—p. 673. 

Three Cases of Retinitis Pseudonephritica Stellata: 
Pathogenesis of Neuroretinitis in General. 
J. Nitzulescu.—p. 697. 

Ultraviolet Ray Treatment of Trachoma. 


Considerations on 
Elena Puscariu and 


M. Harston.—p. 717. 


Retinal Gliomas Treated by Radon Seeds.—Moore and 
his associates demonstrated that a radon seed of at least 
5.3 millicuries may be inserted into the eye, and that at least 
tive seeds, each of a strength of 3.5 millicuries, may be applied 
to the outside of the sclera without causing sloughing of any 
oft the tissues. It was found that the technic of insertion and 
subsequent removal of the seeds did not present any difficulties. 
It is shown that a retinal glioma will disappear under the 
influence of radon seeds and that in a concrete case a glioma of 
moderate size not only was not increased in size twenty-two 
months after the commencement of treatment but was shrunken 
and seemed to be completely scarred. 


British Medical Journal, London 
2: 1073-1120 (Dec. 12) 1931 
“Failed Forceps.” J. E. Stacey.—p. 1073. 
*Treatment of Secondary Hemorrhage After Suprapubic Prostatectomy. 
A. Fullerton.—p. 1078. 
Constipation and Right-Sided Ptosis. J. V. Fiddian.—p. 


*Source of Infection in Minor Outbreak of Puerperal Fever. 
—p. 1082 


1080. 
C, G. Paine. 


1084. 
p. 1984. 

Secondary Hemorrhage After Prostatectomy.—Fuller- 
ton describes a hemostatic rubber bag that differs from the 
Pilcher bag in being spherical instead of pear shaped. One 
objection to Pilcher’s bag is that it enters the membranous 
urethra and stretches the compressor urethrae muscle, causing 
temporary or permanent incontinence. The improved bag, being 
spherical, can be made to fit accurately into the prostatic cavity 
and cannot enter the membranous urethra. A catheter is first 


Recovery of Vision After Twenty-Seven Years. N. Fleming.—p. 
Acute Hemorrhagic Pancreatitis: Four Cases. J. W. G. Grant. 
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passed into the bladder—a soft rubber by preference—but if 
this does not enter easily a gum elastic may be used. Through 
the suprapubic wound light forceps, such as Desjardin’s gall- 
stone forceps, are then introduced and the catheter gently felt 
for. As a rule the latter can be easily seized by the forceps 
and brought out of the wound. It may be necessary to introduce 
the finger to locate the catheter, but this should be avoided if 
possible, as it causes a good deal of pain. The urethral tube 
of the hemostatic bag is then pushed over the end of the catheter 
and secured by tying round both a piece of linen thread or 
any available substitute. The tube and bag are then smeared 
thickly with melted sterile petrolatum to facilitate withdrawal 
of the urethral tube and to prevent the bag from becoming 
unduly embedded. The catheter is then withdrawn through the 
urethra, bringing the bag, which is thin and collapsible, into 
position. The bag is then distended by filling it with water. 
When distended it bulges over the edges of the prostatic cavity 
and makes contact with the walls of the latter, so that pressure 
can be exerted on both by light traction at the urethral end. This 
pressure is kept up by attaching a weight to the tube emerging 
from the urethra by a piece of cord, which can be brought over 
the foot of the bed. The bag must not be overdistended, other- 
wise it will not fit snugly into the prostatic cavity but press on 
the base of the bladder, and may even, if large, exert injurious 
pressure on the ureteric orifices. The bag is kept in position 
ior two or three days but is not finally removed until it is judged 
that all risk of hemorrhage has ceased. It may be allowed to 
collapse and remain in the bladder as a precautionary measure. 
Meanwhile, the urethra is irrigated by the side of the tube 
now acting as a tied-in catheter, silver nitrate, potassium 
permanganate or other suitable solution being used. This 
minimizes the risk of urethritis from the presence of a foreign 
body. This precaution the author always adopts when using 
the indwelling catheter. When it has accomplished its purpose, 
the bag may be removed easily through the suprapubic wound. 
To prevent infecting the bladder by drawing the exposed part 
of the urethral tube, which may be contaminated, back through 
the urethra, the bag may be cut off close to the meatus before 
remoyal. 


Puerperal Fever.—Paine studied two cases of puerperal 
pyrexia with a view to determining the source of infection. 
Bacteriologic examination of the secretions of the patients and 
the throats of possible carriers was made and several strains of 
hemolytic streptococci were recovered. Possible sources of 
infection are discussed, and evidence of the source of infection 
by means of agglutinin-absorption tests is deduced. In both 
cases it was shown that the infecting organism was carried in 
the throat of a midwife who attended both patients. 


Journal of Physiology, London 
78: 331-443 (Dec. 17) 1931 


*Relation of Gastric Function to Chemical Composition of Blood. F. L. 
Apperly and Muriel G. Crabtree.—p. 331. 


—_ of Blood Flow Through Cyanosed Skin. J. Barcroft, A. Benatt, 
E. Greeson and Y. Nisimaru.—p. 344 
ot Gas Exchange Blood Cells and Serum. M.N., J. Dirken 
and H. W. Mook.—p. 349. 


*Effect of Diathermy on Blood Volume. R. MelIntosh.—-p. 361. 

Tolerance of Normal Rabbits to Intravenous Injection of Glucose. 
Jean Orr-Ewing.—-p. 365. 

“Elimination of Urea by Mammalian Kidney. J. S. 

and H. L. Sheehan.—p. 371. 

aation of Narcotics on Conduction of Nerve Impulses from a Single 
End-Organ. Chiao Tsai.—p. 382. 

Eifect of Pulse Pressure on Coronary Blood Flow. 
Davis and E. Volhard.—p. 405. 

* Buffer Substances of Gastric Juice, and Their Relation to Gastric Mucus. 
T. C. Mitchell.—p. 427. 


Dunn, W. W. Kay 


G. V. Anrep, J. C. 


Gastric Function and Blood Composition.—Apperly and 
Crabtree describe experiments which indicate clearly (1) that 
gastric acidity varies with the fasting plasma bicarbonate, irre- 
spective of how this is produced, or whether there is an 
acidemia or an alkalemia, and (2) that emptying time varies 
with the hydrogen ion concentration of the blood. The amount 
of acid secreted by the stomach mucosa is determined by the 
carbon dioxide dissolved in the plasma. 

Diathermy and Blood Volume.—Mclntosh noted that the 
passage of a high-frequency alternating current of from 200 
to 350 milliamperes through a rabbit for about an hour caused 
a reduction of the amount of blood and plasma in active cir- 
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culation. This result is independent of the heating effect of 
the current exerted on the body as a whole. 


Urea Excretion.—Dunn and his associates determined the 
renal extraction ratio for urea by experiments on normal 
rabbits that had not received additional urea. They found that 
it lies between 6 and 13 per cent. In the experiments, the 
amounts of urea extracted per minute from the blood by the 
kidneys were in satisfactory agreement with the amounts of 
urea excreted per minute by the animals previously. The renal 
circulation rates found lay within the normal range of the 
unanesthetized animal as determined by experiments with dyes. 
The renal extraction ratios found in these experiments may 
therefore be taken to represent the normal range for the 
unanesthetized rabbit. 


Buffers in Gastric Juice.—Mitchell states that the buffer 
substances present in acid samples of gastric juice are proteins 
and their derivatives; in anacid samples, carbonates are present 
in addition. The buffers of the gastric juice are almost entirely 
dialyzable. The undialyzable protein has only a slight buffer- 
ing power. Its digestion by pepsin does not materially increase 
the buffer. The buffering power of the “protein series,” 1. e., 
complete proteins, albumouses, peptones, poly peptides and amino- 
acids, is proportional to the numbers of amino and carboxyl 
groups available for combination with acid and alkali; these 
are relatively most numerous in the amino-acids. The buffers 
present in the form of polypeptides and amino-acids appear to 
be secreted as such. 


Journal of Tropical Medicine and Hygiene, London 
34: 389-404 (Dec. 1) 1931 


Notes on Mosquito-Borne Disease in Southern Nigeria: II. Mosquito 
Intensity and Infectivity in Relation to Malaria. D. Anderson.—p. 389. 

Sporotrichum Carougeaui Langeron, 1922. A. Pijper.—p. 390. 

Note on Pellagra. 1. Sabry.—p. 391. 

Some Aspects of Colon Group of Organisms, with Especial Reference 
to Water Supplies of Trinidad. J. L. Pawan.—p. 391 

Minor Tropical Diseases. A. Castellani.—p. 396. 


34: 405-420 (Dec. 15) 1931 
Housing and Malaria. C. Lane.—p. 405. 


Gas Fermentation of Erythritol by Bacteria Growing in Symbiosis: 
Investigation of Gas Produced. A. Castellani and M. Douglas.—p. 411. 


Lancet, London 

am 2: 1279-1334 (Dee. 12) 1931 
Prognosis of Prostatic Enlargement. K. Walker.—p. 1279. 
*Malnutrition Factor in Rheumatoid Arthritis. F. D. Howitt and W. F. 

Christie.—-p. 1282. 

*An Epidemic of Bulbar Type of Poliomyelitis. W. G. S. Brown.— 

p. 1287. 

Malnutrition Factor in Rheumatoid Arthritis.—Howitt 
and Christie give the case histories of twenty persons with 
rheumatoid arthritis whom they placed on a six weeks’ course 
of insulin and dietetic treatment while receiving physical therapy. 
All the patients declared that their general health had improved. 
Appetite was increased, and in some cases an actual aversion to 
food was overcome. Naturally, those who ate heartily felt 
better, but in every case there was also a gain in weight, amount- 
ing from 4 to 10 pounds (1.8 to 4.5 Kg.). That this general 
physical improvement was not due solely to increased food 
consumption was shown by the amelioration of those other 
symptoms which accompany sympathetic overstimulation. In 
particular, fatigue was not produced so quickly or so easily. 


All the patients except one felt that their joints were freer in 


movement and not so painful. In some, the less affected joints 
cleared up altogether ; in others, the swelling diminished. Roent- 
gen examination of the hands has not so far revealed any 
return of calcium salts or other change as a result of treatment, 
but if the condition of osteoporosis appeared to be no better, at 
any rate it was stationary and not worse. 


Bulbar Type of Poliomyelitis——Brown reports an epi- 
demic of poliomyelitis in which all the cases were of either 
the bulbar or the abortive type. There was no spinal case in 
the epidemic. The clinical features of the prodromal or abortive 
cases were not such that a sporadic case could be diagnosed. 
The most typical features were vomiting or nausea at the com- 
mencement of a feverish attack with a slight cough. Pharyn- 
gitis was present in every case; the child did not feel particularly 
ill and appeared to have recovered by the third day. Bulbar 
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involvement developed on the third or fourth day of the prodro- 
mal period. There was an increased cough and the child now 
looked ill and perhaps frightened. A cranial nerve palsy 
developed on the third to ninth day of the illness, though most 
usually on the fourth or fifth day. The diagnosis was confirmed 
experimentally in monkeys by the neutralization test. Control 
tests were made with physiologic solution of sodium chloride 
and serum. As a result of the experimental work, immunity 
was shown to have developed in the abortive cases and in several 
contacts. Evidence in favor of a spread from case to case is 
produced. The incubation period is shown to be from seven 
to nine days in the cases in which a contact infection can be 
assumed. 


Medical Journal of Australia, Sydney 
2: 667-702 (Nov. 28) 1931 
Surgical Considerations in Inflammatory Diseases of Brain and Its 
Coverings. A. B. K. Watkins.—p. 667. 
Modern Conception of Meningeal Inflammation. Phyllis M. Anderson. 


—p. 672. 


*Some Thoughts on Term Acute * scome-qusenicas Encephalomyelitis and Its 
Affinities. O. Latham.—p. 
*Goiter Prophylaxis. K. D. Pairiey. —p. 681. 


Acute Disseminated Encephalomyelitis. — According to 
Latham, it would seem that the striking syndrome of many 
islets of demyelination in the spinal cord and brain as seen 
in postvaccinal encephalomyelitis reveals not a disease of spe- 
cific entity but a form of lesion that can occur (even if rarely) 
during the course of innumerable other diseases, mostly infec- 
tions. Further, whether the causal agent is the germ of the 
particular exanthem involved or a special virus which creeps in 
or is inactivated for evil during that exanthem, the role of 
impaired vascular function must not be overlooked. Finally, 
the pathology of acute disseminated encephalomyelitis includes 
phenomena common to many other diseases, and even states 
induced by chemical means in the central nervous systems oi 
animals. 


Goiter Prophylaxis.—Fairley emphasizes the fact that, of 
all known diseases, simple goiter is the easiest and cheapest 
to prevent. Its prevention would have beneficial effects on 
many related disorders. lodized table salt of a strength of 
1 part ef potassium iodine in 250,000 parts of salt is an effec- 
tive and safe prophylactic for general use. If prophylaxis is 
limited to the school population, the ingestion of 5 mg. of iodine 
every week is effective and has no harmful effects. The use 
of prophylactic measures during pregnancy is of the utmost 
importance. The individual practitioner can play a most effec- 
tive part in the prophylaxis of goiter. 


South Africa M. Assn. Journal, Cape Town 
5S: 729-764 (Nov. 28) 1931 
Stray Thoughts on Travel. E. B. Fuller.—p. 731. 
Doctor and Patient. J. H. H. Greeff.-p. 735. 
Medical Services in Native — and Training of Native Medical 
Practitioners. H. A. Moffat. 738. 
Provisional Scheme for Medical Service in Transkeian Territories. 


J. L. Downes.-—p. 740. 


Japanese J. of Obstetrics and Gynecology, Kyoto 
14: 370-475 (Oct.) 1931 
Lymphatic Vessels in Pregnant Uterus. M. Kutsuna and S. Ando. 


Lymphatic Vessels in Ovarian Tumor. S. Ando and K. Narimatsu. 
—p. 

Influence of Irradiation of Hypophysis on Female Genitalia. S. Suzuki. 
—p. J 

Relation Between Menstrual Periodicity and Duration of Pregnancy: 
Ill. Menstrual Periodicity and Development of the New-Born. 
J. Nakagawa.—p. 400. 

Experimental Investigation of Effect of Roentgen Rays on Vegetative 
Nerve. III. Effect on Vascular Nerve (lrrigating Examination on 
Auricle of Rabbit). S. Suzuki.—p. 405. 

Id.: IV. Histolagic Investigation of Effect of Irradiation of Inferior 
Mesenteric Ganglion on Female Genitalia. S. Suzuki.—p. 410, 

.- V. Clinical Observation. S. Suzuki.—p. 416. 

Relation Between Tar Cancer and Nutrition, with Especial Reference 
to Morphologic Change ef Endocrine Glands and Principal Visceral 
Organs. M. Oike.—p. 421. 

Functional Relation Between Growth of Tar Cancer and Reticulo- 
Endothelial System. M. Oike.—-p. 438. 

Morphologic Investigation of Reticulo-Endothelial System in Estrus, 
Pregnancy and Puerperium of Rabbit... M. Oike.-—p. 455. 

Self-Blood Injection Arresting Hemorrhage of Female Genitalia. M. 
Oike.—p. 461. 
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Archives de Médecine des Enfants, 
34: 645-700 (Nov.) 1931 


Its Principles and Application in Infant Feeding. G 


Paris 


Nem System: 
-p. 645. 
*Familial Hepatic Infantilism. L. 
Oculonasal Diphtheria with Recurrences and Tendency to Chronicity: 

Case. N. 1. Spyropoulos.—p. 668. 
Tuberculous and Meningococcic Meningitis: 
lowski.—p. 671. 


. Patey. 


Exchaquet.—p. 656. 


Case. W. Miku- 
Familial Hepatic Infantilism.—Exchaquet discusses the 
case histories of three children belonging to the same family, 
one aged 1214 years and two aged 4% years, the latter being 
twins. The principal anomalies are large abdomen, hepato- 
megaly and subnormal physical develonment. Retardation of 
development is estimated at from one and a half to three years. 
In the absence of rickets or of any apparent disturbance of the 
endocrine system, this retardation is undoubtedly due to the 
condition of the liver. The author gives the three existing 
theories seeking to explain the relation between hepatic dis- 
turbances and infantilism and offers a modification of the third 
more adapted to his cases. Each child has hypoglycemia and 
a corresponding increase of lipoids and cholesterol in the blood, 
and this hypoglycemia seems to explain the retarded develop- 
ment through lack of carbohydrates. The liver is increased in 
size by an abnormal accumulation of glycogen because the pro- 
duction of amylase is inadequate. The condition of the children 
has improved on a more appropriate diet; 50 Gm. of raw liver 
given daily may have had some beneficial effect; epinephrine 
by mouth or injection gave inconclusive results. 


Bull. et Mem. de la Soc. Méd. des Hopitaux de Paris 
47: 1594-1648 (Nov. 9) 1931 

Fatal Hypogranulocytic Syndrome’ Following Sulpharsphenamine: 
Attempted Radium Therapy. Railliet, Delattre, Ginsbourg and Nicolle. 

Fatal Poisoning by Substance Used in Developing Photographs. P. 
Halbron, A. Bosquet and J. Tiffeneau.—p. 1596. 

Scarlatinal Erythema 
R. Le Clerc.—p. 1600. 

*Roentgenoscopy in Adenopathy of Hilus of Lung and Cancer of Thymus. 
G. Caussade.—p. 

Primary Cancer of Lung with rE Ty of Blood and Pleural Effu- 
sion. L. Bernard, J. Marie and J. Anchel.—p. 1610 

Clinical Aspect of Santenoise’s veld Hormone (V agotonic Extract) 
in Diabetes. F. Rathery and M. Derot.—p. 1614. 

*Oily Suspension of Insulin for Therapy. F. Rathery, L. 
M. Derot.—p. 1622. 

Insulin and Dextrose in Treatment of Hepatic Insufficiency. M. 
and C. Zamfir.—p. 1628. 

Artificial Pneumothorax and Medical Therapy in Putrid Suppurations 
of Lung. M. Chevki.—p. 1635. 

Pure Pulmonary Amebiasis: Emetine Therapy. 
p- 1639. 


Roentgenoscopy in Adenopathy of Hilus of Lung and 
Cancer of Thymus.—Caussade reports his observations on a 
woman, aged 25, with a primary cancer of the thymus which 
appeared in the roentgenogram as a large, deep-seated spherical, 
dextrolateral opacity occupying the anterosuperior part of the 
thorax. Ordinarily this condition appears in patients past 50. 
The tumor was latent a long time and was not revealed until 
four and one-half months before death. The clinical picture 
was characterized at first by dysphagia and afterward by an 
esophageal (cancerous) stenosis. The tumor is purely destruc- 
tive in contrast to simple hyperplasia (hypertrophy of thymus 
and goiter); the result is compression and deviation or forcing 
back of the organs. The latter can help differentiate the malig- 
nant processes from the benign processes. The author calls 
attention to the possibility of infection of mediastinal tumors 
(primary or secondary) by organs (in his case the esophagus) 
normally septic. In regard to whether one can recognize by 
roentgenography a cancer of the thymus when the tumor is 
situated laterally and whether extirpation can be performed, 
the author asserts that in the first case one deals only with 
presumptions, and in the second case the intervention is possible 
and the tumor can be enucleated only when the operation is 
performed early. However, toleration and the prolonged latency 
of the neoplasm permit it to develop to a considerable degree 
and to invade and cancerize the esophagus before the appearance 
of clinical signs. 


Oily Suspension of Insulin for Therapy.—Rathery and 
his co-workers assert that their therapeutic results with insulin 
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suspended in oil have been indefinite and extremely inconstant. 
Insulin in oil is absorbed but often not completely, and the 
quantity absorbed varies for the individual and in the same 
individual at different times. This method of medication often 
fails and is sometimes dangerous, especially when absorption is 
abrupt and massive. The danger of abrupt and massive ahsorp- 
tion prevented the authors from continuing their researches and 
using larger doses at less frequent intervals. The authors 
believe their results contraindicate the use of insulin in oil; 
they do not believe that the oily suspension of insulin can replace 
the aqueous suspension. 


Journal de Chirurgie, Paris 
38: 625-784 (Nov.) 1931 
Technic of Parathyroidectomy. M. Chifoliau and A. Ameline.—p. 625. 
*Role of Hyperparathyroidism in Certain Osseous Dystrophies and in 
Ankylosing Polyarthritis. M. H. Welti.—p. 633. 

Medullary Compression by Vertebral Angioma and Coexisting Extradural 
Angioma. J. Jiano, D. Grigoresco and D. Vasiliu.—p. 65 
Perforations of Gastroduodenal Ulcers into Free Peritoncal 

T 


Cavity: 
wenty-Five Cases. R. Chabrut.—p. 658. 


Hyperparathyroidism in Osseous Dystrophies and in 
Ankylosing Polyarthritis.—Welti states that hypocalcermia 
is due to hypoparathyroidism as hypercalcemia is due to hyper- 
parathyroidism. But although functional disturbances of the 
parathyroids modify the calcium content of the serum, it does 
not follow that hypocalcemia increases the calcium content of 
the bony tissues: osteomalacia may coexist with tetany. Hyper- 
calcemia is experimentally produced at the expense of the bones 
and raises the question of whether certain osscous dystrophies 
with loss of calcium in man are not caused by hyperpara- 
thyroidism, which would justify parathyroidectomy. Many 
reports state that hypertrophy of the parathyroids is the rule 
in osteitis cystica fibrosa, and anatomic, clinical and therapeutic 
facts given by the author tend to prove that this hypertrophy 
is the cause of the disease, although certain reserves have to 
be imposed because the results are not uniform or complete 
with parathyroidectomy and most of the patients have not been 
followed long enough to allow of a definite conclusion. In rickets 
the role of the parathyroids is secondary only. In osteomalacia 
coexistant with tetany, the cause is hypoparathyroidism. Osteitis 
deformans can be ruled out. In ankylosing polyarthritis, relief 
by parathyroidectomy is doubtiul and justified only in. the 
presence of hyperparathy roidism. The author concludes’ (1) 
that parathyroidectomy is useful in osteitis cystica fibrosa and 
in selected cases of ankylosing polyarthritis, and that a pre- 
liminary biopsy is advisable in the first mentioned disease even 
when the diagnosis appears evident; (2) that parathyroidectomy 
should be proposed as the logical treatment of disorders of the 
bones and the joints secondary to hyperparathyroidism, which 
is diagnosed by reduced muscular tonus, reduced electrical 
irritability of nerves and muscles, presence of generalized pains 
in the bones, elevation of the calcium content of the blood, and 
excessive elimination of calcium in the urine. Two methods 
of quantitative analysis of the calcium content of the blood 
serum are appended. 


Paris Médical 
2: 401-412 (Nov. 14) 1931 


*Pathogenesis and Surgical Treatment of Angina Pectoris. 
and P. Broustet.—p. 401. 
Acute Ataxia of Malarial Origin. G. 


P. Mauriac 
Sykiotis.—p. 409. 
Pathogenesis and Surgical Treatment of Angina Pec- 
toris.—Mauriac and Broustet discuss angina pectoris with 
regard to the syndrome caused by irritation of the extracardiac 
plexus, the aortic syndrome, the intramyocardiac syndrome, the 
pressure reflexes, the anatomy of the heart and the principles 
underlying surgical intervention. They assert that surgical 
intervention gives encouraging results. The operative risk 
does not exceed 10 per cent. Sixty per cent of the patients show 
improvement ranging from appreciable diminution of the crises 
to their complete disappearance. In 30 per cent of the cases 
the results are fair. However, even in the fortunate cases one 
cannot hope to bring the heart back to its full activity; the 
lesions of sclerosis, myocarditis and aortitis still remain. But 
ihe suppression of pain and the crisis itself with all its dangers 
is an accomplishment. Bedridden patients have been rendered 
active. Some surgeons report the results lasting five or six 
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years. But no one designates the number of these successes 
or failures. The various workers do not define sufficiently what 
they consider are successful surgical interventions, the actual 
functional state of the heart, the physical capacity of the patient 
after recovery or the operative mortality. The authors advise 
that physicians determine, by all clinical and physical means 
at their disposal, the state of the myocardium before prescribing 
surgical intervention. 


Presse Médicale, Paris 
39: 1589-1604 (Oct. 31) 1931 


*Tuberculous, Hydropigenous Nephritis and Lipoid Nephrosis. 
and J. Paraf.—p. 1589. 

Eczemas: Tegumentary Dystrophies in Venous Diseases. G. 
—p. 1591, 


L. Bernard 


Delater. 


Tuberculous, Hydropigenous Nephritis and Lipoid 
Nephrosis. — Bernard and Paraf do not believe that lipoid 
nephrosis is a distinct nosologic entity. Anatomically, the 
degenerative epithelial lesions, with fatty infiltration of the 
tubules, and the inflammatory lesions of the glomeruli and 
the connective tissue are similar to nephritis ; clinically, nephro- 
sis is characterized by edema, massive albuminuria and an 
absence of chloride and nitrogen retention. The humoral syn- 
drome, which according to German workers distinguishes lipoid 
nephrosis, includes the presence of double-refractory bodies in 
the urine and especially hyperlipoidemia with diminution of pro- 
teins and inversion of the serum-globulin relationship. How- 
ever, the morbid picture is not always so regular. There are 
great variations in symptoms, evolution, course and complita- 
tions of the disease that do not help to individualize it. The 
authors assert that syphilis and pneumococcus infections have 
been found as part of the syndrome, and frequently the same 
anatomoclinical symptoms are met in tuberculous patients; 
whereas the humoral syndrome characteristic of nephrosis is 
found more or less completely in hydropigenous nephritis asso- 
ciated with tuberculosis, and the same nephropathies are dem- 
onstrated at necropsy. The authors describe three personal 
observations in detail. Their studies prove that hydropigenous 
nephritis, with or without lesions showing amyloid degenera- 
tion, is often traced to tuberculosis. Hydropigenous nephritis 
occurs, on the one hand, in confirmed tuberculous patients; 
on the other hand, it occurs as a primary disturbance without 
recognizable cause—it is not until a later time that biologic 
reactions, clinical manifestations or examinations at necropsy 
prove the tuberculous origin. The prognosis and treatment 
should not be modified because of the presence of a lipoid 
humoral syndrome. The prognosis should be dominated by 
the gravity of the tuberculous infection and the intensity and 
nature of the renal impermeability. 


Revue Francaise de Pédiatrie, Paris 
7: 539-682, 1931 


Phenylethylhydantein in Child Neuropathology. 

Chlorides, Urea, Alkali Reserve in 
Phelizot.—p. 560. 

Tron in Child Nutrition. A. Wallgren.—p. 596. 

Cervical Adenitis in Course of BCG Vaccination. 
Yoksic.—p. 607. 

*Pneumothorax Therapy in Nontuberculous Pulmonary Diseases in Chil- 
dren. S. Popowski and R. Stankiewicz.—p. 619. 

*Aseptic Purulent Pleurisy in Pneumonia and Bronchopneumonia in Chil- 
dren. R. Stankiewicz.—p. 629. 

Cytologic Changes in Cerebrospinal Fluid in Vitro. 
p. 638. 

Syphilis as Ftiologic Factor in Bronchiectasis in Children. 
lowski.—p. 651. 

Clinical Teaching in Physiology and Pathology of Diseases of the New- 
Born. Marthe Erlich.—p. 669. 


Sunfer.—p. 539. 
Dehydration of Nurslings. G. 


Smilya A. Kostic- 


B. Tassovatz.— 


V. Miku- 


Pneumothorax Therapy in Nontuberculous Pulmonary 
Diseases.—Popowski and Stankiewicz observed 130 cases of 
nontuberculous bronchopneumonia during a period of two years. 
They review ten of these cases (three instances of deep-seated 
pulmonary gangrene, six of bronchopneumonia, one of bron- 
chiectasis) in which artificial pneumothorax therapy was used 
and draw the following conclusions: Artificial pneumothorax 
is an auxiliary method in the treatment of bronchopneumonia. 
It should not be used in any but exceptional cases: the indica- 
tions and contraindications should first be determined. Pneumo- 
thorax therapy is indicated in deep pulmonary gangrene, 
unilateral bronchopneumonia complicated or uncomplicated by 
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interlobar exudate, unilateral bronchopneumonia accompanied 
by dyspnea and cyanosis, slow chronic bronchopneumonia with 
tendency to bronchial dilatation, and beginning bronchiectasis. 
Pneumothorax therapy is contraindicated in bronchopneumonia 
with bronchitis of the opposite side and abundant expectoration. 
The age of the child, cyanosis and dyspnea are not contra- 
indications. 

Aseptic Purulent Pleurisy in Pneumonia in Children. 
—Stankiewicz reviews the various theories found in the litera- 
ture with respect to pulmonary effusions in general and aseptic 
purulent extravasations in particular. The pathogenesis of 
aseptic pleurisy is not clear. It is found that in certain patho- 
logic conditions of the lung (pneumonia, pulmonary congestion) 
and in pulmonary congestion consecutive to traumatism, in the 
infarcts, there appears a pleural complication in the form of 
purulent pleurisy. In aseptic effusions, the bacteriologic exami- 
nations are negative. Pleural puncture gives a_ yellowish, 
serous, bloody or purulent fluid; usually this purulent fluid is 
either white or yellow. Through decantation a fibrinous milky 
coagulum is formed. Ceatrifugation produces an abundant 
precipitate. Cultures as well as the inoculations into guinea- 
pigs are negative. Cytologic examination of the effusions is 
characteristic: there is a predominance of intact polymorpho- 
nuclear neutrophils, which are similar to those in the circulating 
blood and which have a homogeneous protoplasm and well 
stained nuclei with a distinct contour. When the disease lasts 
several days, the pleuritic fluid clears, and lymphocytes or 
eosinophils replace the original polymorphonuclear neutrophils. 
The character of the pleural fluid may vary at different times 
and the cytologic formula may sometimes also be mixed and 
include neutrophils, lymphocytes, desquamated endothelial cells, 
and eosinophils. Eosinophilia is frequent (sometimes to 60 per 
cent). It is rare that an aseptic effusion becomes septic. 
Aseptic effusions contain neutrophils that are intact and similar 
to the white cells of the blood. In protracted effusions, the cells 
are altered and the pleural fluid then contains half dead white 
cells. During a period of two years the author observed thirty- 
seven patients with ordinary pneumonia and eighty-nine patients 
with bronchopneumonia; 9 per cent of these had an aseptic 
effusion. The authors draw the following conclusions: The 
pleura plays a part in pulmonary congestion (pneumonia and 
bronchopneumonia) in children up to 3 years of age. Aseptic 
nontuberculous effusions are found in pneumonia as well as in 
bronchopneumonia in children. The effusions have a charac- 
teristic cytologic formula. In most instances they are small, 
benign and transient. The recognition of these exudates is 
important in prognosis and treatment. 


Archivio Italiano di Cirurgia, Bologna 
30: 233-360 (Nov.) 1931 
Traumatic Paracondylic and 
S. Bistolfi.—p. 233. 
*Human Biliary Caleuli and Their Absorption in Gallbladder of Dog. 
A. Mirolli.—p. 314 
Cholecystitis Due to Appendicitis. 


Para-Epicondylic Ossifications of Knee. 


G. Lino.—p. 332. 


Human Biliary Calculi and Their Absorption in Gall- 
bladder of Dog.—Mirolli, confirming the experiments of 
Labes, obtained changes in the volume and the weight (fairly 
rapid and fairly conspicuous) of nonsterile human biliary calculi 
introduced into the gallbladder of the dog, sometimes normal 
and sometimes pathologically changed (not taken into account 
by Labes). He obtained also a diminution of weight, although 
slight, of biliary calculi, of the same chemical composition and 
same derivation, kept for two months at a constant temperature 
of 40 C. in dog bile collected from a biliary fistula. There was, 
however, such a marked difference between the changes in the 
calculi introduced into the gallbladder of the dog and those 
observed in the calculi kept in vitro in dog bile that, giving 
due allowance for the different chemical composition of normal 
bile and of fistular bile and for other considerations, he assumes 
that in determining the changes in weight and volume of the 
human biliary calculi introduced into the gallbladder of the 
dog there must be some cause involved that is associated with 
the living organism, which natually does not permit an experi- 
metital repetition of the phenomenon. He is inclined to postu- 
late a true absorptive action peculiar to the mucosa of the 
bladder. 
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Clinica Medica Italiana, Milan 
G2: 1007-1104 (Nov.) 1931 
* Action ‘Exerted by Solution of Pituitary and Insulin on Water Exchange 

Between Blood and Tissues and on Secretion of Urine. G. Pellegrini. 

—p. 100 
Ss pitits of | Respiratory Apparatus, with Especial Reference to Pulmonary 

Localizations. P. Gerli.—p. 1045. 

Action of Solution of Pituitary and Insulin on Water 
Exchange Between Blood and Tissues. — Pellegrini con- 
cludes from his researches that solution of pituitary exerts in 
cases of diabetes insipidus an evident action on water exchange 
between the blood and the tissues and also on the secretion of 
urine. The action of solution of pituitary on water exchange 
between the blood and the tissues varied in different cases. 
In two cases it provoked an increase of hydremia and a mobili- 
zation of the water reserves oi the tissues. In another case 
it provoked a diminution of the hydremia and an increase of 
the water reserves. In another case it had no evident effect 
on hydremia. It reduced or retarded in every instance the 
concentration of the blood. In the tests on sodium chloride it 
was found to diminish the dilution of the blood. The action 
exerted on diuresis in the tests on the water exchange varied 
in different cases. In two cases, in connection with an increased 
hydremia there was observed an increase of urinary secretion. 
In one case there was a notable reduction of the diuresis, and 
in the last case there was no evident action. In the concen- 
tration tests, solution of pituitary always reduced the diuresis 
in evident manner. In the tests on sodium chloride it induced 
a reduction of urinary secretion in only one case; in the other 
cases it had no evident action. In the case in which, in con- 
nection with the administration of solition of pituitary there 
was observed a notable reduction of urinary secretion, there 
was a marked increase in the specific gravity of the urine. 
In the cases in which reduction of urinary secretion was not 
observed or was slight, the increase in the specific gravity of 
the urine was absent. 


Pediatria, Naples 
39: 1265-1320 (Dec. 1) 1931 
*Value of Search of Tubercle Bacillus in Gastric Contents of Children. 


Zambrano.— p. 1265. 

Behavior of Sedimentation Speed of Red Corpuscies in Tuberculous 
Children with Various Forms of Tuberculin Anergy During Tuberculin 
Shock. I. Gatto.—p. 1274. 

*Fat-Soluble Vitamins A and D in Treatment of Infectious Diseases of 
Childhood. M. Flamini.—p. 1282. 

A Case of Fetal Inclusion. F. Rolando.—p. 1298. 


Search for Tubercle Bacillus in Gastric Contents of 
Children.—Zambrano searched for the tubercle bacillus in the 
gastric contents of fifty children, aged from 13 months to 12 
years, with tuberculosis either clinically latent or manifested 
by clinical and roentgen symptoms in the lungs, serous mem- 
branes and the lymph nodes. The tubercle bacillus was encoun- 
tered only eight times, and only once in children with absence 
of clinical signs of disease. In view of the rarity with which 
he found positive cases, the author considers that there is no 
reason for changing the conceptions heretofore held with regard 
to the evolution of tubercle bacilli in the infantile organism, 
since, with rare exceptions, tubercle bacilli are not found in 
the gastric juice of the infantile organism in selected cases; 
but he regards the method as more exact than the simple 
examination of the sputum. 


Fat-Soluble Vitamins A and D in Treatment of Infec- 
tious Diseases of Childhood.—On the basis of the clinical 
observations cited, Flamini holds that the fat-soluble vitamins 
A and D administered in large doses exert a frankly beneficial 
effect on the course of infectious diseases in nursing children 
and in children recently weaned. The effect is in direct rela- 
tion to the improvement in the local manifestations provoked 
by vitamin A, by its action on the inflamed mucosas (tonsils, 
bronchi, bladder), thereby stimulating the functional activity 
and the defense forces. The rapid drop and final disappearance 
of the fever may be due to the local curative action. It cannot 
be shown as yet whether vitamin A brings about the improve- 
merit in the general symptoms of the infection through an anti- 
infectious action or by an action stimulating the general defense 
forces of the organism. The improvement in blood pressure 
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and pulse action may be due to vitamin D (administered in 
large doses) through the effect on the central nervous system 
and particularly the sympathetic system. 


Rivista di Patologia e Clin. della Tuberculosi, Bologna 
5: 909-1024 (Nov. 30) 1931 

*Prevertive Vaccination with BCG Vaccine. C. 
Minghini.—p. 909. 

Researches on Physiopathology of Collapse Therapy. M. 
S. Polizzotto.—p. 968. 

Changes in Left Radial Pulse in the Course of Therapeutic Pneumc- 
thorax with Pleural Effusion and in Fibrothorax. V. Agnello.—p. 984. 

Latent and Fugacious Tuberculous Exudative Serositis, the Cause of 
Cryptogenic Fever. C. Cantieri.—p. 990. 

Simple Apparatus for Heating Insufflation Gas in Artificial Pneunio- 
thorax. F. Galmozzi.—p. 993. 


Malossi and M. 


Lucacer and 


Preventive Vaccination with BCG Vaccine.—Malos:: 
and Minghini affirm, on the basis of observations on 801 infants 
vaccinated at birth by mouth with the BCG vaccine and 
followed up for from one to five years, that this vaccine, if 
administered according to the prescribed method, is harmless. 
With regard to the protection afforded by the vaccine, they 
think it has an immunizing effect but that the effect is so weak 
that it is rarely revealed by skin reactions to the various types 
of tuberculin. One cannot rely on a constant and sure protective 
action of the method. Their researches leave untouched the 
question as to the harmfulness and the immunizing potency of 
the BCG vaccine when it is administered by the parenteral 
route. 


Archivos Arg. de enf. d. Ap. Digest., etc., Buenos Aires 
7: 5-163 (Nov.) 1931. Partial Index 

“Incomplete Chronic Obstruction of Ileum and Multiple Ulcers. 

Centeno, D. Brachetto-Brian and P. A. Maissa.—p. 13 

Incomplete Chronic Obstruction of Ileum and Mul- 
tiple Ulcers.—Centeno and his collaborators state that tuber- 
culosis, cancer and occasionally syphilis have been considered 
the causal factors of incomplete chronic obstruction of the 
small intestine. He reports a case in which all the conditions 
mentioned were absent, while the clinical symptoms and the 
roentgen examinations were characteristic of obstruction. At 
operation the presence of an inflammatory process (diffuse 
enteritis), causing a stricture at two different levels in the 
ileum at a distance of 24 cm. from each other, was discovered. 
The circumference of the ileum, which in normal segments was 
6 cm., was 2.5 cm. and 4 cm., respectively, at the strictures, 
increased immediately above each stricture to 10 and 19 cm., 
respectively, and then became normal again. The mucous 
membrane of the narrowed areas was the seat of many simple 
ulcers. A segment of 70 cm. of the small intestine, including 
the narrowed ulcerous and dilated areas, was resected and an 
end-to-end anastomosis and appendectomy were performed. 
The patient did well. The roentgen examination made one 
month later showed complete reestablishment to normality in 
the intestinal tract. The author believes that the inflammation 
and the formation of ulcers were in his case the causal fac- 
tors for the development of the strictures. 


A. M. 


Archivos Espafioles de Pediatria, Madrid 
15: 641-704 (Nov.) 1931 


*Congenital Stenosis by Hypertrophy of Pyloric Muscle in New Born 
Infants. M. Macein.—p. 

Syphilis and Tuberculosis in Infants: 
Life. A. Romeo Lozano.—p. 661. 


Congenital Stenos’s by Hypertrophy of Pyloric Muscle 
in New-Born Infants.—Macein reports two cases of con- 
genital stenosis by hypertrophy of the pyloric muscle in new- 
born infants aged 22 days and 5 weeks, respectively. The 
author advises thus: When the cause of vomiting and of loss 
of weight in new-born infants cannot be ascertained, the time 
of retention of the food in the stomach should be immediately 
determined, in order to substantiate or to rule out the diagnosis 
of stenosis caused by hypertrophy of the pyloric muscle. Lavage 
of the stomach, by proving the presence of food in the stomach, 
and roentgen examination of the stomach, by determining the 
retention of the barium meal given to the infant, are the only 
reliable methods to reach an early diagnosis of the condition. 
Early operation is the only hope to save the child’s life for 
this type of stenosis. The roentgen examination made after 
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the operation proves the normal passage of the food from the 
stomach to the large intestine. It is possible that stenosis caused 
by hypertrophy of the pyloric muscle is responsible for the death 
of many children who die with a syndrome of vomiting and 
undernutrition, and in whom a correct diagnosis is not made. 


Clinica, Barcelona 
8: 225-256 (Nov.-Dec.) 1931 
Some Treatments of Pulmonary Tuberculosis. Mac-Dowel.—p. 225. 
Possibility of a Biologic Treatment for Acute Poliomyelitis or Infantile 
Paralysis. C. Torres Umafia.—p. 232. 
Clinical Case. G. Burbano.—p. 240. 
*New Procedure for Treatment of Certain Hemorrhoids. 

p. 241. 

New Procedure for Treatment of Certain Hemor- 
rhoids.—Valerio recapitulates briefly some of the causes and 
treatments of hemorrhoids and presents a new procedure by 
which he has obtained twelve cures without any local or general 
complications. He uses any ordinary anoscope and any syringe 
with a needle of one centimeter. After infiltrating the base of 
each hemorrhoid with a 1 per cent solution of procaine hydro- 
chloride, he injects into the submucous tissue, and then above 
the border of the base, 2 cc. of a freshly prepared and well 
shaken 2 per cent solution of trinitrophenol in double distilled 
water. Injections are repeated every week until three or four 
of the hemorrhoids are sclerosed, when the remaining ones dis- 
appear by a slow process of resorption. Patients are instructed 
to put themselves on a milk and vegetable diet for one week 
before the first injection and to insert every night a suppository 
of bismuth oxyiodide and resorcinol sulphonate or quinine and 
urea hydrochloride. The author recommends that particular 
care be taken to avoid the anterior commissure of the anosphinc- 
teric segment in order to respect the prostate gland. Sterilized 
petrolatum is the only dressing. 


A. Valerio.— 


Prensa Médica Argentina, Buenos Aires 
18: 731-780 (Nov. 10) 1931 


Focal Infection: Otitic Septic Foci. M. R. Castex.—p. 731 


*Carcinoma of Roentgen Technician Cured by Radium Therapy. A. H. 
Roffo.—p. 742. 

Solar Syndrome. J. Rodriguez.—p. 751. 

Therapeutic Action of Medical Drainage of Bile Ducts. H. A. Zunino. 


—-p. 753. 


Carcinoma of Roentgen Technician Cured by Radium 
Therapy.—Roffo reports a case of ulcerated carcinoma from 
roentgen rays in the hands of a roentgenologist. The condition 
followed a slow evolution for ten years, causing definitely can- 
cerous lesions and ulcers with great infiltration of the tissues. 
On account of the condition the patient was unable to work or 
to dress himself. Treatment with carbon dioxide snow, the 
high frequency current, and ultraviolet rays, failed. Radium 
therapy applied for about two months gave satisfactory results. 
The dose varied in the several lesions of the hands, the elbows 
and the fingers from 11 to 23 millicuries in each treatment given 
through a 1 mm. platinum filter. The radium therapeutic appa- 
ratus was retained “in situ” for periods which varied from 
72 to 192 hours in each treatment. The lesions are cured, the 
hands are normal (with the exception of the scars left by the 
lesions) and the patient is able to work. Recurrences have not 
appeared one year later. The curative process of radium 
therapy is absolutely painless. 


Deutsches Archiv fiir klinische Medizin, Berlin 
172: 113-128 (Dec. 8) 1931 
Significance of Enlarged Q Deflections in Lead III of Electrocardiogram. 
F. illius.—p. 1 
Modification of Chrenaxia by Fatigue, 
Warmth. H. Landecker.—-p. 120. 
*Blood Pressure Reflex and Hypertension. H. Klink.—p. 135. 
*Experimental Investigations on Metabolic Disturbances in Pellagra and 


Massage and Application of 


Their Modification by Insulin. O. Kauffmann-Cosla, C. Parhon- 
Stefanescu and O. Vasilco.—p. 145. 
Tables for Calculation of Basal Metabolism. A. W. Elmer and M. 


Scheps.—p. 154. 
* Differential Diagnostic Significance of Acid Soluble Phosphates in Blood 
in Comatose Conditions. R. Meier and E. Thoenes.—p. 160. 
Precipitation Phenomena in Synovial Fluid. D. H. Kling.—-p. 165. 
Rufus of Ephesus on Anamnesis. A. von Mentzingen.—p. 174. 
Uleerating Atherosclerosis of Large and Medium-Sized Arteries with 
Multiple Emboiization of Skin and of Urinary Bladder. S. Perlroth. 
—p. 191. 
ribs Cardiac Lung in Intense Anthracosis. P. Preuschoff.—p. 198. 
Metabolic Investigations in Cystinuria. E. Meyer.—-p. 207. 
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Blood Pressure Reflex and Hypertension.—Klink shows 
that the increase in blood pressure following compression of 
the upper arm during blood pressure tests is a generalized 
hypertension due to reflex action. This blood pressure reflex 
develops in the majority of patients with hypertension, espe- 
cially in older patients, aged 60 or over, and also in patients 
with essential hypertension and renal insufficiency. Entirely 
different were the observations on young persons with hyper- 
tension but without other disease symptoms, for in these the 
reflex hypertension was absent. Electrocardiographic tests 
revealed that compression of the upper arm may produce 
changes in the auriculoventricular conduction system. 


Metabolic Disturbances in Pellagra and Their Modifi- 
cation by Insulin.—In the introduction, Kaufmann-Cosla and 
his associates review the various theories of the pathogenesis 
of pellagra and especially Goldberger’s studies, which indicated 
that pellagra is a metabolic disorder in which there exists a 
disturbance in the equilibrium between sugar, protein and fats 
and which can be prevented and cured by vitamin B. The 
authors’ own investigations on the pellagra problem are summed 
up as follows: 1. In patients with pellagra there exists a 
serious disturbance in the general metabolism which manifests 
itself in dysoxidative carbonuria. 2. There is an increased 
elimination in the urine of the intermediate products of the 
sugar metabolism; namely, of acetic aldehyde and of lactic 
acid. 3. Insulin reduces the pathologically increased elimina- 
tion of dysoxidative carbon, acetic aldehyde and lactic acid to 
normal values. 4. The metabolic disturbance involves pri- 
marily the carbohydrate group. 5. The pathologic changes of 
the urine, and the elective action of insulin on the general 
metabolic disturbances of pellagra patients justify the assump- 
tion that pellagra is closely related to avitaminosis, particularly 
to B avitaminosis. 


Diagnostic Significance of Acid Soluble Phosphates in 
Blood in Coma.—Meier and Thoenes report that in true 
diabetic coma there is a reduction in the difficult hydrolyzable 
but acid soluble phosphoric acid esters. Inorganic phosphate 
is usually within normal limits and the entire acid soluble 
phosphates are correspondingly reduced. If in diabetic coma 
the inorganic phosphate is increased, a simultaneous uremic 
disturbance must be assumed. In uncomplicated uremia the 
inorganic phosphate is always considerably increased and the 
difficult hydrolyzable esters are reduced only in cases with 
marked hydremia; accordingly, the entire acid soluble phos- 
phate is normal or increased. If in comatose conditions with 
simultaneous glycosuria and acetonuria there are normal phos- 
phate fractions, it should be considered that a diabetic coma is 
not the only cause. If in comatose conditions with glycosuria 
and acetonuria the inorganic phosphate is increased, but the 
esters and the entire acid soluble phosphate are normal, dia- 
betes is not the only cause of the condition but it is probable 
that a uremic disturbance is the cause of the comatc-e 
condition. 


Deutsche medizinische Wochenschrift, Leipzig 
57: 2131-2168 (Dec. 18) 1931. Partial Index 
*Treatment of Hay Fever by Desensitization. K. Hansen.—p. 2131. 
Incipient Hepatic Insufficiency. H. Staub.—p. 2133. 
Changes in Ankle Joint of Athletes. F. Heiss.—p. 2138. 
Congenital Luxation of Hip Joint and Its Influence on Course of Labor. 

F. Schrenk.—p. 2139. 

Treatment of Hay Fever by Desensitization.—Hansen 
admits that although theoretically a strictly specific desensiti- 
zation is advisable, its practical application is extremely diffi- 
cult. He therefore tried the efficacy of a mixed extract, which 
contains the pollen of the most common varieties of grass, 
which in Germany are the main cause of hay fever. With 
this extract he effected complete freedom from symptoms in 
16 per cent of the cases, considerable improvement in 40 per 
cent, moderate improvement in 20 per cent, and failure to 
improve in 24 per cent of the cases. This proves that for the 
majority of hay fever patients the mixed extract is satistac- 
tory. A strictly specific treatment is necessary only in those 
cases in which, according to the anamnesis and to the cuta- 
neous reactions, pollen from plants other than grasses are the 
cause, or pollen from such grasses not included in the mixed 
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extract. For patients that are refractory to the ordinary treat- 
ment the author recommends either desensitization with larger 
doses or the so-called chronic desensitization. 


Klinische Wochenschrift, Berlin 
10: 2329-2376 (Dec. 19) 1931 


Clinical Evaluation of Specific Changes in Blood 
R. Klingenstein.—p. 2329. 

Clinical Aspects of Mitral Stenosis on Basis of eo Digitalis 
(Strophanthin) Therapy. W. Gosmann.—p. 

*Experiences with Gansslen’s Injectable Liver Fe in Treatment of 
Pernicious Anemia. F. Meythaler.—-p. 2336. 

Experimental Studies on Influence of Potassium Salt Mixtures on 
Growth and Development. E. Remy and A. Miller.—p. 2338. 

Purpura Following Lumbar Anesthesia. F. Rost.—p. 2341. 

Milk Hygiene. M. Klimmer.—p. 2342. 

Treatment of Pyuria in Nurslings by Means of Soy Diet. Mader.— 
p. 2346. 

Closure of Hepatic Veins and Its Significance for Pathogenesis of 
Terminal Pulmonary Edema. P. Huebschmann.—p. 2350. 

Idem. L. Hess.—p. 2359. 

Schick Reaction and Serum Action. 

351. 

Differential Diagnosis of Multiple Myeloma and of Osteitis Fibrosa 
Generalisata with Especial Consideration of Calcium Metabolism. 
A. Jores.—p. 2352. 


in Tuberculosis. 


A. Hottinger and E. Lorenz.— 


Injectable Liver Extract in Treatment of Pernicious 
Anemia.— Meythaler gives the clinical histories of nine patients 
with pernicious anemia, who were treated only with injectable 
liver extract. The treatment produced favorable results in all 
cases. However, secondary anemias could not be influenced by 
the injectable liver extract. In regard to the dosage, it is 
stated that relatively small quantities are sufficient. In the 
beginning 2 cc. is injected daily, and this has the therapeutic 
effect of 500 Gm. of fresh liver in oral administration. Later, 
from one to two injections every week may be sufficient, 
depending on the blood status. The injection is especially 
valuable in patients who have an aversion to oral liver therapy. 
It also makes blood transfusions unnecessary. 


Medizinische Klinik, Berlin 
27:1777-1812 (Dec. 4) 1931 


Nonsurgical Therapy of Glaucoma. R. Salus.—p. 1777. 

Significance of Gymnastics for Women. H. Sellheim.—p. 1780. 

*Fat Diet and Carbohydrate Tolerance. D. Adlersberg and O. Porges. 
Iodine Allergy in Thyrotoxicosis. G. Wolfsohn.—p. 1788. 
Fatal Gastro-Enteritis with Enormous Increase in Rest 

N. Leitner.—p. 1789. 
Cc ystinuria with Bilateral Nephrolithiasis. 
1791. 


Nitrogen. 


H. Steinitz and L. Remen. 


Lime ‘Rain in Ocean. R. Francé.—p. 1792 


*Simple Method for Quantitative Determination of Sugar in Urine. 
L. Dinkin.—p. 1793. 


Fat Diet and Carbohydrate Tolerance.—Adlersberg and 
Porges call attention to the fact that until recent years fat was 
one of the main substances in the diabetic diet, and the proteins 
and carbohydrates were restricted. The authors were able to 
show, however, that reduction of the carbohydrate intake 
accompanied by increase in the fat intake impairs the carbo- 
hydrate tolerance. In recent years a change has taken place 
in the nutrition of diabetic patients in that a greater amount 
of carbohydrates is permitted; however, the advice for a limi- 
tation of the fat intake has not been heeded. As a new proof 
for the diabetogenic action of a fat diet the authors cite their 
tests on normai persons, which revealed that if a larger amount 
of fat is given on the day preceding a sugar tolerance test the 
sugar tolerance is considerably reduced; moreover, tests on 
partially pancreatectomized dogs and observations on diabetic 
patients prove the same. As additional evidence that a large 
fat intake is a causal factor in diabetes, the authors cite the 
observation that diabetes is most frequent in countries in which 
the per capita consumption of fat is greatest. In the last part 
of the article they show that the essentials of their dietary 
treatment of diabetes are often misunderstood in that some 
designate it as a protein diet. However, the reason why com- 
paratively large quantities of protein are given to obese diabetic 
patients is its great satiating value. However, the antidiabetic 
factor of such a diet is not the high protein content but rather 
the deficiency in fats. The large amount of’ protein is often 
given because insulin treatment is to be avoided, and because 
of this, not sufficient carbohydrates can be given. In these 
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cases the high protein content of the diet is only a makeshift; 
it would be better to give large quantities of carbohydrates 
with simultaneous insulin therapy. 


Simple Method for Quantitative Determination of 
Sugar in Urine.—Since modern treatment of diabetes neces- 
sitates constant control of the patient’s urine, and since the 
fermentation method as well as the polarimetric procedure is 
too complicated for use by the general practitioner, Dinkin 
recommends Nylander’s test for the quantitative determination 
of the sugar content of the urine. He states that the length 
of time that is necessary for a complete black coloration (in 
sufficiently diluted solutions) indicates with considerable exacti- 
tude the percentage of dextrose. 


Wiener Archiv fiir innere Medizin, Vienna 
22: 1-160 (Dec. 1) 1931 


Pathology and Clinical Aspects of = of Coronary Vessels of 
Heart. R. Boller and A. Goedel.— 

*Massive Salicylate-Alkali Method of Acute Articular 
Rheumatism. D. Danielopolu, C. Dimitrin and C. Berenger.—p. 13. 

“Etiology of Funicular Myelitis. S. Kunos.—p. 29. 


"Prognosis of Primary Chronic Articular Rheumatism. J. Schneyer. 


—p. 43. 
Adams-Stokes Syndrome, Cheyne-Stokes Respiration and Retrograde 
Conduction in Case of Complete Heart Block. S. H. Averbuck.—p. 49. 
Characteristics of Endemic Cretinism in Pamir. A. were —p. 85. 
Special Manifestations of Hypophyseal Tumors. J. M. N. van Goor and 
G. A. Schaly.—p. 101 


Rupture of Heart with Fatal Outcome. A. I. Petrowych.—p. 12 
Disturbance in Blood Sugar Regulation in Descendants of lshete 

Persons. E. Flaum and A. Schlesinger.—p. 131. 

Cause of Accelerated Sedimentation Speed of Erythrocytes in Older 

Persons. F. Lasch.—p. 155. 

Massive Salicylate-Alkali Method in Treatment of 
Acute Articular Rheumatism.—Danielopolu and his asso- 
ciates maintain that the only specific remedy for acute poly- 
arthritis rheumatica is salicylic acid. No other preparation is 
quite as effective. Sodium salicylate causes, even when given in 
small doses, manifestations of intolerance such as_ tinnitus 
aurium, gastric disturbances, impairment of the general condi- 
tion, restlessness and occasionally tachycardia, dyspnea and semi- 
delirium. In testing the alkali reserve and the pu content of 
the blood and of the urine it could be proved that the intoler- 
ance manifestations are due to a marked acidosis. It was also 
found that all these manifestations disappear within twenty- 
four hours if the patients are given the same doses or still larger 
ones of sodium salicylate with an addition of the double amount 
of bicarbonate for each gram of salicylate. Simultaneously 
with the disappearance of the symptoms, the acidosis decreases, 
and the alkali reserve of the blood may even be in excess of 
that previous to the treatment. The usual doses of sodium 
salicylate (4, 6, 8 Gm.) are insufficient. If such doses are 
given, the fever and the articular manifestations persist and 
cardiac localization is almost certain. The rheumatic infection 
attacks the myocardium if the salicylate treatment is insuffi- 
cient, but it becomes manifest much later in the form of an 
advanced degeneration of the myocardium, which borders on 
insufficiency. Valvular lesions are rarer and are always accom- 
panied by lesions of the myocardium. In the massive salicylate- 
alkali method one adheres to the following rules: 1. The doses 
of sodium salicylate have to be large, up to 25 Gm. daily. 2. 
The treatment has to begin early and the doses should be 
increased rapidly up to the maximum. The maximal dose has 
to be continued until all symptoms have disappeared, and the 
reduction of the doses should be gradual and slow. 3. The 
maximal daily dose for cases of medium severity is 15 Gm. 
and for severe cases 25 Gm. 4. The treatment has to be con- 
tinued for weeks and even for months according to necessity. 
5. The total daily dosage should be divided so that a portion 
is administered at intervals of two hours during the day and 
at intervals of four hours during the night. 6. Each portion 
should be dissolved in 100 Gm. of water, and after every 
administration nourishment should be given. 7. An antiketo- 
genic diet is advisable (especially sweets and farinaceous foods). 
8. Alkalization of the organism is to be effected by giving 
quantities of sodium bicarbonate double those of salicylate. In 
enumerating the advantages of the massive salicylate-alkali 
method, the authors stress that this form of medication does 
not cause gastric or nervous disorders, even if it is continued 
for longer periods. Only in rare cases do extrasystoles develop. 
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Fever and the articular symptoms yield more readily to this 
than to any other method. New cardiac lesions are also influ- 
enced to a certain extent and the massive salicylate-alkali 
method is the only one that prevents the development of chronic 
cardiac lesions. 


Etiology of Funicular Myelitis.—Kunos shows that acute 
or chronic gastro-intestinal disorders are of great significance 
in the etiology of funicular myelitis. The various forms of 
these disorders of the intestinal tract usually have one symptom 
in common, namely, gastric achylia. Autointoxication as a 
result of changed conditions in the resorption is therefore 
assumed as the pathogenic factor of funicular myelitis. This 
assumption is closely related to Seyderhelm’s theory of per- 
nicious anemia. But the author extends this theory in that he 
maintains that the unknown noxa assumed by Seyderhelm not 
only causes anemia but also influences the nervous system, and 
the result of this influence is funicular myelitis. 


Prognosis of Primary Chronic Articular Rheumatism. 
—In the introduction, Schneyer deplores the confusion in the 
nomenclature of rheumatism. He points out that cases of 
polyarthritis deformans and of infectious arthritis are some- 
times listed under rheumatoid arthritis. He thinks that it is 
due to this confusion that focal infection is still considered as 
a cause of primary chronic articular rheumatism. That this 
is not the case, at least as far as the tonsils are concerned, 
he was able to prove by the ineffectiveness of tonsillectomy. 
A review of the literature indicates that the prognosis is gen- 
erally considered as unfavorable. However, the results of the 
after-examination in 140 patients convinced the author that the 
prognosis is not as unfavorable as is often believed. He gained 
the impression that early and persistent treatment may pro- 
duce favorable results. Since the prognosis of a disease is 
largely determined by the therapy, he discusses the treatment. 
Because the etiology of primary chronic articular rheumatism 
is still unknown, a causal or specific treatment is not possible. 
In the majority of the patients on whom the author made his 
studies, the usual physical and medicinal treatments had been 
employed. Most effective was radium therapy, given in the 
form of inhalations or of radioactive applicators, and also 
roentgen therapy. These treatments reduce the painfulness, 
improve the function of the joints and improve the general 
condition. However, there are also cases that are refractory 
to radium therapy. Foreign protein therapy is effective in 
many cases, provided the correct technic is employed. In order 
to prevent muscular atrophy, deformation of the joints and 
ankylosis, electrotherapy and massage should not be neglected. 
To counteract the anemia and the general weakness, which 
often develop in the course of primary chronic articular rheu- 
matism, the author recommends arsenic preparations. He 
advises against weakening dietary treatments and rejects ton- 
sillectomy. During the exudative stage he considers immobili- 
zation advisable, but he warns against leaving on a fixation 
bandage too long. He recommends the use of appliances that 
protect the joint but, by rendering possible suitable exercise, 
prevent ankylosis and muscular atrophy. In the conclusion the 
author stresses once more that the unfavorable prognosis 
assumed by many for cases of primary chronic articular rheu- 
matism is not justified but that by a suitable therapy many 
patients can be cured. 


Zeitschrift fiir klinische Medizin, Berlin 
118: 507-750 (Dec. 4) 1931 


Ketonemia in Injuries of Liver. F. Stroebe.—-p. 507. 

Ketonuria: Attempt to Test a Partial Function of Liver. P. Clerc. 
p. 532. 

Retention of Urea Due to Extrarenal Factors. G. Jun 

*Therapy of Colitis Gravis by Production of Blood 
Transfusion. Kalk.—p. 560. 

Functional Tests of Heart. G. Nylin.—p. 584. 

Minute Volume of Heart During Balneologic Treatment. 
G. Budelmann and S. Rénnell.—p. 596. 

Functional Test of Central Vasomotor Apparatus in Persons of Various 

s. W. Raab.——-p. 618. 

Herpes Zoster and Its Relations to Internal Organs. W. Mann.—p. 630. 

*Estimation of Pulmonary Tuberculosis on Basis of Sedimentation, Blood 
Picture and Coagulation. O. Weltmann and F. Paula.—p. 644. 

Reticulo-Endothelium and Coagulation of Blood. G. von Gerléczy and 
K. Széke.—p. 663. 

Coagulation of Serum. O. Weltmann ard C. V. Medvei.—p. 670. 


A. Bornstein, 
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Behavior of Blood Sugar Under Influence of Sea and Air Baths. J. 
Catrein.—-p. 688. 

Case of Acute Megakaryoblastic Leukemia and Remarks on Acute 
Leukemia. J. von Boros.—p. 697. 

Action of Insulin on Blood Protein Picture me Its Modification by 
— and Caffeine. M. Taubenhaus and S. Rosenzweig.— 


rg of Differential Count of Leukocytes and New Technic of Thick 
Film Test. F. von Assendelft.—p. 736. 


Therapy of Colitis,Gravis by Production of Anaphy- 
laxis.—The term colitis gravis is, according to Kalk, still 
justified, since it is refractory to most therapeutic measures 
and consequently has an unfavorable prognosis. However, he 
found that it can be improved or completely cured if it is 
possible to induce by means of serum injections a marked 
anaphylactic reaction with cutaneous manifestations. He gives 
the case histories of eight patients who were treated in this 
manner, in five of whom it was completely effective, whereas 
in three cases the production of serum disease proved impos- 
sible. In the intentionally produced anaphylaxis it was also 
possible to make certain observations on the essentials of 
serum disease. The curative effect of anaphylaxis on colitis 
gravis could be proved not only by the clinical observations 
but also by roentgenologic examination of the colon, especially 
by the relief visualization of the mucous membrane. Trans- 
fusion of large quantities of blood also proved helpful in a 
number of cases of colitis gravis, eight of which are reported. 
However, the results were not quite as favorable as those pro- 
duced with anaphylaxis. The author recommends that in 
colitis gravis transfusion of large quantities of blood should be 
tried first, and if this proves ineffective the artificial production 
of serum disease should be resorted to. 


Estimation of Pulmonary Tuberculosis by Sedimenta- 
tion, Blood Picture and Coagulation.—In summing up 
their observations, Weltmann and Paula state that the sedi- 
mentation reaction, the hemogram and the coagulation test are 
all helpful in estimating pulmonary tuberculosis. Considering 
the chronic course of pulmonary tuberculosis, it is evident that 
estimates should be based only on repeated tests and if pos- 
sible on serial tests. In regard to the final outcome of the 
tuberculous process, the hemogram gives the most reliable 
information. Increased sedimentation speed, especially if it 
persists, indicates the necessity for careful supervision, even if 
the clinical manifestations of the process are comparatively 
slight. However, it should also be considered that it may be 
a false alarm. The sedimentation test is of value particularly 
in acute cases with slight physical signs and in not too severe 
chronic cases, which should be kept under observation as long 
as the sedimentation speed is increased. The coagulation test 
is still too new to permit its definite evaluation. However, 
in connection with the clinical aspects and with the two other 
methods it gives valuable information, especially about the 
tissue changes. A reduction of the coagulation to subnormal 
values indicates the prevalence of exudative processes, whereas 
a prolongation indicates fibrous tendencies. If the coagulation 
is not in accord with the clinical and the general aspects, the 
sedimentation reaction and the hemogram should serve as 
controls. 


Zeitschrift fiir Krebsforschung, Berlin 
35: 1-108 (Dec. 10) xi! 
Tumors in Dogs. H. Auler and Wernicke.—-p. 

New Limits of Life (After Studies . Virus of Rous Sarcoma and on 
Bacteriophages). E. Friankel.—p. 47. 
*Cancer as Disease of Entire 

Tumor Problem. H. Auler.—p. 63. 

Antigen Nature of Rous Sarcoma. P. Geréb and Ruth Simke.—p. 73. 

*Bismuth in Treatment of Tumors. P. Zadik.-—p. 78. 

Iron Content of Gastro-Intestinal Tract in Normal and in Tumorous 
Rats and Mice. H. Auler. —P. 89. 

*Several Predisposing Factors in Development of Experimental Inocula- 
tion Tumors. P. Geréb.—p. 92. 

Sarcoma of Tongue. H. Kudlich.—p. 99. 

Influence of Cold on Transplantability of Tumors, on Blood Coagulation 
and on Complement Action. H. Auler.—p. 103. 


Cancer as Disease of Entire Organism. — Larionow 
thinks that a malignant neoplasm is not merely a local disease 
but that it is essentially a disturbance in the regulatory system 
of the organism. If special cell groups are present, there 
develops, because of these disturbances, a physiologic isolation, 
and finally the cells lose their correlation capacity. The 


T. Larionow.—p. 52. 
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malignant neoplasms are therefore to a certain degree local 
manifestations of a generalized disorder. However, for the 
development of these manifestations it is necessary that certain 
local processes develop first. To consider the generalized 
changes in the organism merely as a “predisposition” is inade- 
quate for the reason that these changes are a component of equal 
importance. 


Bismuth in Treatment of Tumors. — Zadik points out 
that he as well as numerous other investigators has proved 
that water soluble bismuth compounds have a curative effect 
on malignant tumors. In order to understand the action 
mechanism of bismuth therapy of malignant tumors he made 
further experiments, and he gives the following summary of 
his observations: 1. The elective storage of bismuth in the 
tissue of malignant tumors is traced to the biochemical reaction 
of the metal with the lactic acid. This chemical union is also 
the cause of the specific focal reaction, which was observed 
following administration of bismuth compounds. 2. Application 
of radium E according to Kahn-Klopfer makes it possible to 
direct the radium action by way of the blood stream into the 
tumor, because this type of radium, being isotopic to bismuth, 
has likewise a tendency for elective storage in the tumor. 
3. There is yet another possibility to bring radium to the tumor 
cells, namely, by combining radon with colloidal bismuth 
solutions. With this procedure it is possible to concentrate 
intensive alpha action on the tumor. 4. Radon may also be com- 
bined with colloidal dyestuffs such as trypan blue, isamine blue 
and bengal rose, for these substances likewise have an elective 
affinity and perhaps also an influence on the tumor cells. 


Predisposing Factors in Experimental Inoculation 
Tumors.—Geréb observed in experiments that the growth of 
tumors can be influenced by nutrition and by hormonal con- 
ditions, but he was not able to demonstrate definitely that these 
factors have an influence on the “taking” of inoculation tumors. 
A diet, deficient in vitamins and consisting mostly of neutral 
fats, had the greatest inhibitory influence on the growth. 
Gravidity and lactation likewise exerted a growth inhibiting 
influence. 


Zentralblatt fiir Chirurgie, Leipzig 
58: 3185-3248 (Dec. 19) 1931 


Surgery of Carcinoma of Rectum. R. Goepel.—p. 3186. 

Operative Results in Habitual Dislocation of Shoulder. 
p. 3190. 

Injuries of Median 
Jungbluth.—p. 3191 

“Pribram’s Operation in Diseases of Gallbladder. 

Postoperative Parotitis: Its Pathogenesis, 
J. Vigyaz6é.—p. 3197 

Methods, Indications and Technic in Treatment of Hypertrophy of 
Prostate. A. Rosenburg.—p. 3202. 

Peritonitis Chronica Fibrosa Incapsulans (Zuckergussdarm). 
miller.—p. 3204 

Rupture of Soleo with Only Slight Immediate Symptoms. 
miller.—p. 3209. 

Present Status of Technic and Application of Electrosurgery. 
Passler.—p. 3212 


F. Mandl.— 
Nerve Following Fractures of Elbew Joint. J. 


A. Pop.—p. 3194. 
Prognosis and Therapy. 


R. Hoch- 
R. Hoch- 


Pribram’s Operation in Diseases of Gallbladder.—Pop 
calls attention to Pribram’s operation, which was first described 
by Pribram in the Medizinische Klinik (24:1147 and 1187 
[July 27 and Aug. 3] 1928; abstr. THE JouRNAL, Oct. 6, 1928, 
p. 1070). He reports the results of this operation in thirty-six 
cases and concludes that Pribram’s operation, which is charac- 
terized by thermo-electro-coagulation of the gallbladder, and 
which eliminates abdominal drainage, gives good results and 
should be employed in all cases in which the gallbladder cannot 
be extirpated without injuring the bed of the liver and the 
surrounding organs, yet he extends the indication for Pribram’s 
operation even further, in that he advises it for all cases in 
which subserous extirpation is impossible. He also states that 
it can be performed on patients of all ages and during an attack 
of gallbladder disease as well as during the interval. In sum- 
ming up the advantages of Pribram’s operation he mentions 
again the avoidance of injuries of the liver bed and the elimina- 
tion of abdominal drainage, which does away with postoperative 
adhesions. He further stresses that the preservation of the 
gallbladder prevents the formation of biliary fistulas, and that 
the heat or the electric current destroys the infectious foci in 


MEDICAL LITERATURE 


A. M. A. 
EB. 20, 1932 


the wall of the gallbladder and in the perivesical liver tissues. 
All thirty-six cases observed by the author healed without 
complications. 


Klinicheskaya Meditsina, Moscow 
9: 657-728 (Sept.) 1931 
Acid Therapy in Edema. E. A. Lovitskiy and D. N. Yanovskiy.—p. 676. 
Relationship Between Cholesterol Esters and Cholesterol in Hepatic 
Diseases. E. Pivovarova.—p. 68 
Acute Hepatitis with Ascites and Change from Acute to Chronic 
Hepatitis. A. L. Myasnikov.—p. 686. 


*Water Tolerance Test in Study of Hepatic Function. M. Rapoport.— 


p. 692. 
Passive Idiosyncrasy. I. S. Milman and A. S. Zelmanovich.—p. 697. 
Bilirubin and Cholesterol in Duodenal Contents in Icterus. <A. P. 
Yakovleva and L. S. Shparts.—p. 701. 
“Congenital Cysts of Pancreas. M. B. Ariel. —p. 705. 
*Phrenic Phenomenon in Appendicitis. V. A. Vainov.—p. 709. 
Water Tolerance Test in Study of Hepatic Function. 
—Rapoport asserts his observations led him to conclude that 
the intake of 1,500 cc. of water does not influence the rate 
of sedimentation of erythrocytes in a normal individual. In 
patients with hepatic disturbances such a volume of water 
causes changes in the rate of sedimentation. The changes in 
the rate of sedimentation after overloading with water are 
dependent on the capacity of the liver to concentrate and can 
therefore be valuable in diagnosis. These are problems in 
changes in the physicochemical properties of the circulating 
blood. 


Congenital Cysts of Pancreas.—Ariel asserts that pan- 
creatic cysts may be present without manifesting any clinical 
symptoms during the life of the individual, and may not be 
discovered unless other pathologic factors have called for 
surgical intervention. The author describes one instance from 
the literature and his own personal observation. His patient 
was a woman, aged 64, with a clinical diagnosis of diabetes 
mellitus and pneumonia dextra inferior. The microscopic obser- 
vations at necropsy were comparable to other instances 
described in literature. These cysts of the pancreas are not 
adenomatous but dysontogenetic cysts and similar to those 
found in the liver and kidneys. In accordance to other reports, 
microscopic examination demonstrated hemorrhagic infiltration 
between the cysts. Various phases of cystic development were 
noted: these ranged from sanguineous cysts to those designated 
in the literature as “cystenleichnama” or cadaver cysts. The 
author concludes that pancreatic cysts should be included among 
other congenital cysts and that the spreading cysts may interfere 
with pancreatic secretory function over a long period of time. 
One worker reports that the cysts interfered with metabolism 
in two breast-fed infants. Pancreatic cysts are usually silent 
and never cause an acute condition. Sugar in the urine of the 
patient described by the author was not entirely due to the 
described anomaly, since only one fourth of the pancreas was 
cystic. 

Phrenic Phenomenon in Appendicitis.—Vainov based his 
report on the results of the examination of 197 patients, 93 of 
whom were subsequently appendectomized. He concludes that 
the phrenic phenomenon is present in the majority of patients 
with appendicitis. Although this phenomenon cannot be con- 
sidered pathognomonic, it should nevertheless be included 
among the other symptoms of the clinical picture. 


Ugeskrift for Leger, Copenhagen 
93: 1171-1188 (Nov. 26) 1931 


Epidemic Hepatitis. H. C. Gram.—p. 1171. 

*Complicated and Uncomplicated Bronchopneumonias. 
—p. 1174. 

Case of Benzine Intoxication with Fatal Outcome. 
p. 1178. 


Complicated and Uncomplicated Bronch i 
—Friedlender’s 590 cases of bronchopneumonia were mainly in 
children in the first two years of life and from the poorest 
families in Copenhagen. Of the 370 cases in the first yon of 
life, 26.5 per cent were fatal; of the entire number, 22 per 
cent. He finds that factors such as nutrition and earlier dis- 
eases, especially rickets, do not seem in this relatively large 
material to play the part suggested by experience, and study 
of still larger materials is urged, to verify or reject these 
results, which bear on the causes of death in early childhood. 


A. Friedlender. 


O. L. Nielsen. — 
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